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aes Se High serum levels of antibacterial activity mean fewer treat- 
; mean to you? /_ ment failures in severe infections or in infections only mar- 


ginally sensitive to penicillin. In other words, high “ABA” 
means... 


consistently dependable clinical results 


V-CILLIN K* 


(penicillin V potassium, Lilly) 
produces greater antibacterial activity in the serum against 
the common pathogens than any other available oral 
penicillin. 
Now at lower cost to your patient 


Table of Contents, Page II 


XS, 
: 
| 
lly 
ae 
133217 


site 
peptic | 


Following determination 

of basal secretion, ulcer 
intragastric pH was 
continuously determined 
by means of frequent 
readings over a 

two-hour period. 


Data based on pH measurements in 11 patients with peptic ulcer' 


neutralization 
is much 
faster and 
twice 

as long 

with 


Neutralization 
with standard 
aluminum hydroxide 


is 
Minutes 


“ANTACID 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 
New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 
Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘“‘acid rebound” or alkalosis. 
Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 
Dosage: Gastric hyperacidity —from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 
be chewed, swallowed whole with water or milk, or allowed to dissolve 
in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 
24 1. Data in the files of "2 Department of Medical Research, Winthrop 
Sey 2. Hinkel, , Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES A. (Scient. Ed.) 4s: 384, July, 1959. 


New York 18, N. ¥. fer peptic ulcers gastritis = gastric hyperacidity 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre 
= of longleaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and 

outhern Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly 
out-of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at an 
understanding of his problems and by adjustment to his personality difficulties or modifica- 
tion of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M. D. Medical Director 


STEAM AND DRY 
STERILIZATION 
IN A 
SINGLE UNIT! 


PELTON & CRANE’S ASTOUNDING, NEW 


DOES 2-IN-1 DUTY 
Distributors of KNOWN BRANDS of PROVEN QUALITY 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Company Winchester - Ritch Surgical Company 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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NEW UNEXCELLED TASTE % 


“SYRUP OF CHLORAL HYDRATE 


4, 
NEW RALDRATE NOW SOLVES THE PROBLEM 


OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 
JONES and VAUGHAN, INC. richmonp va. 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


“benign” — 
glycosuria 
danger sign 


“Benign” ‘glycosuria can be the first sign of impending dia- 
betes when observed in predisposed persons during the “silent” 
period preceding frank diabetes. In one series of 1,140 dia- 
betics, 96 had been informed of “benign”. glycosuria Prior 
to development of diabetes.* 

If these patients had periodically tested their urine after 
the first finding of glycosuria, many of them might have de- 4 
tected recurrence of glycosuria—thus permitting earlier 
diagnosis of diabetes by the physician and possible 
avoidance of degenerative complications. Slight 
glycosuria, even when only occasional, 
should. always arouse suspicion of . 
latent diabetes. 


*Pomeranze, J.: J. New York 
M. Coll. 1:32, 1959. 


Periodic urine-sugar test- 
ing at home is an integral part of 
the follow-up of “benign” glycosuria. Its 
practicality is increased when the patient charts 
his findings on the Ciinitest® Graphic Analysis 
Record. This chart frees the physician from dependence 
on the patient's memory and enables him to follow at a 
glance the trend and degree of any glycosuria. 


for follow-up of ‘‘benign’’ glycosuria and 
earliest detection and control of Diabetes 


Standardized urine-sugar test for reliable quantitative estima- 


tions - familiar blue-to-orange spectrum—easily interpreted 
results « “‘plus” system covers entire critical range—includ- 


ing %% (++) and 1% (+++) « patient cooperation 
encouraged by use of Graphic Analysis Record 
—supplied with CLINITEST Set and each 


tablet refill package. 


AMES 


COMPANY, INC 
Elkhart « Indiana 
Toronto * Conado 
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BRAND Reagent Tablets 
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The cigarette that made the Filter Famous! 
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—-- CIGARETTES... 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And.no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste... makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 

© 1961 P. LORILLARD CO. 


A PRODUCT OF P. LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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iving up to 
family tradition 


are probably certain medications which are 
ial favorites of yours, medications in which 
have a particular confidence. 
Physicians, through ever increasing recommen- | 
ion, have long demonstrated their confidence 
the uniformity, potency and purity of Bayer 
Di ‘in, the world’s first aspirin. 


And like Bayer Aspirin, Bayer Aspirin for Chil- 
nis quality controlled. No other maker submits 
rin thorough quality controls as does 


‘Bayer for children grain flavored 
lets—Supplied in bottles of 50. | 


le welcome your requests for gmples on Bayer 
d Flavored ee Aspirin for Children. 


New 
GRIP-TIGHT CAP 
for Children's 

Greater Protection 


‘ 
E 
aa 
it has been conscientiously formulated to be B 
__. the best tasting aspirin ever made and to live up 2% AYER - oa 
to the Bayer family tradition of providing the finest 


When 

severe pain accompanies 
skeletal muscle spasm 

ease both‘pain spasm 


with 

Rosaxin® with Aspirin 

A dual-acting skeletal muscle relaxant-analgesic, combining the clinically 

proven relaxant action of ROBAXIN with the time-tested pain relieving 

action of aspirin. 

Each Ropaxisau Tablet contains: 


Rogaxin (methocarbamol Robins) 400mg. —Acetylsalicylic acid (5 gr.).......... 325 mg. 
U.S. Pat. No. 2770649 


Supply: Bottles of 100 and 500 pink-and-white laminated tablets. 
Or ROBAXISAL®-PH (ROBAXIN with Phenaphen®) — when. anxiety is 
associated with painful skeletal muscle spasm. 
Each RopaxisaL-PH ‘Tablet contains: 
Rosaxtn (methocarbamol Robins) 400mg. Acetylsalicylic acid ....0.000-0.s000000 81 mg. 
Phenacetin 97mg. Hyoscyamine sulfate 0.016mg. Phenobarbital (% gr.) 8.1 mg. 
Supply: Bottles of 100 and 500 green-and-white laminated tablets. 
A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity... seeking tomorrow's with persistence. 


4 
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“Touché!” 


core.© 1932 JAMES THURBER 


For a better way to treat headache, 


prescribe Lranecoprine 


How Trancoprin relieves pain: Because most pain is accompanied by muscle spasm and tension, good medical 
practice suggests use of an analgesic that will relax skeletal muscles as well as dim pain perception. Such an analgesic 
is Trancoprin — a combination of aspirin and Trancopal®, a proved, safe, skeletal muscle relaxant and tranquilizer. 
Trancoprin can be prescribed for any pain, except pain of such severity that a narcotic is needed. 


Dosage: Adults, 2 tablets three or four times daily; children (5 to 12 years), me 
| tablet three or four times daily. Each tablet contains 300 mg. of aspirin 


LABORATORIES 
and 50 mg. of Trancopal (brand of chlormezanone). Bottles of 100 tablets. 


New York 18, N.Y. 18726 
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For the build-up in convalescence 
ANNOUNCING 


SURBEX-T 


Therapeutic dosage of B-Complex 
plus 500 mg. of Vitamin C 


Unsurpassed stability. As coatings are applied 
without water, deterioration due to moisture is 
virtually eliminated. Stability is enhanced: po- 
tency is protected. Easier, more pleasant to 
take. SurBEX-T tablets are up to 30°; smaller: 
have a pleasant taste; and are non-caloric. Vita- 


min odor and aftertaste are eliminated. 


Each Filmtab SURBEX-T represents: 


Thiamine Mononitrate (B,) 15 meg. 
Riboflavin 10 meg. 
Nicotinamide 100 mg. 
Pyridoxine Hydrochloride 5 meg. 
Cobalamin (Vitamin B,.). 4 mcg 
Calcium Pantothenate 20 mg. 
(as calcium pantothenate racemic) 
Ascorbic Acid (as sodium ascorbate) 500 meg. 
Desiccated Liver, N. F. 75 me. 
Liver Fraction 2, N. F. 75 meg. 


Supplied in botties of 100 and 1000 


VITAMINS BY 


Filmtab coatings protect 
this full range of Abbott 
nutritional supplements: 


SUR-BEX' WITH C. Smaller 
dosages of the essential B- 
Complex and C. Table bottles 
of 60. Also in bottles of 100, 
500 and 1000. 


DAYTEENS™ To help insure 
optimal nutrition in growing 
teenagers. Table bottles of 
100, bottles of 250, 1000. 


Potent maintenance formulas 
—ideal for those who are ‘“‘nu- 
tritionally run-down” 


DAYALETS’ Table bottles of 
100. Bottles of 50, 250, 1000. 


DAYALETS-M" Apothecary bot- 
tles of 100 and 250. Also in bot- 
tles of 1000. 


Therapeutic formulas for more 
severe deficiencies—iliness, 


infection, etc. 


OPTILETS’® & OPTILETS-M* 
Table bottles of 30 and 100. 
Bottles of 1000. 


ABORA 


- 
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in a Nutshell 


“ 


Tablets are 
easier to swallow, 
up to 30% 
smaller. 


Vitamin 
after-taste and 
odor 
are eliminated. 


Tablets are pleasant Breakage and cracking 

tasting, non-caloric, are less likely. (Sugar 

come in a rainbow of coatings are crystalline, 
cheerful colors. and more brittle.) 


sucaR | 


In contrast with 
sugar coatings, 
no water is used 
in manufacture. 


This eliminates the need 
of protective subseals, and 
chances of moisture seepage 

through imperfections. 


Absorption is speeded 
as sugar’s bulk 
and subseals 
are eliminated. 


Vitamins are 
readily available at 
proximal 
receptor sites. 


NET RESULT: Potency is assured for a longer time. 
The patient gets what he pays for—and what you prescribe. 


©1961, ABBOTT LABORATORIES 103029 8 


Filmtab’ Coating Advantages 
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ADVERTISEMENTS 


““ANOTHER SUCCESS!”” 


reports Everett Stelzner, 
St. Paul Agent, 
Edina, Minn. 


“Sold! Five policies to one new customer with 


ST. PAUL'S AUDIO-VISUAL” 


films. These films dramatize risks. Help 


“Best selling partner I ever had,” says 
Everett Stelzner, St. Paul Agent, about 
his Audio-Visual Unit. ‘Prospective 
customers are fascinated. In one call, 
I sold five policies. I guess it’s true, 
one picture is worth a thousand words!”’ 
At St. Paul, we believe in Audio-Visual. 
Already we are producing our own 


HOME OFFICE 
385 Washington St. 
St. Poul 2, Minn. 


NEW ENGLAND DEPARTMENT 
10 Post Office Square 
Boston 2, Massachusetts 


people remember up to 84% more of 

the sales message. Results in a greater 

proportion of sales for our Agents. 

Get full details . . . and find out how 

7 can be a successful St. Paul Agent 
y writing to your nearest St. Paul 

Branch Office. 


EASTERN DEPARTMENT 


90 John Street 
New York 38, N.Y. 


PACIFIC DEPARTMENT 
Mills Building 
San Francisco 6, California 


The Agency System...An American Tradition 
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T place the foam in your hand (one appii- “2 cup your hand. rub the foam into the crease 
_ eator full). Note the volume .. . plenty for an effec- hss which simulate folds of vagina and cervical 06.” 
tive block, After extended rubbing... note how it becomes” 
pe , heavy and creamy ... how it covers and blocks. 
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i VAGINAL FOAM* 


an entirely different approach to birth control 


THESE PHOTOS SHOW HOW EMKO’S BLOCK OF FOAM SEALS THE CERVICAL OS 
«-. AND HOW IT VANISHES COMPLETELY WITHOUT DOUCHING. ONLY EMKO 
FOAM, BECAUSE OF ITS VIRTUAL WEIGHTLESSNESS, CAN PROVIDE THIS 
DIAPHRAGM-LIKE PROTECTION...AND STILL PERMIT NORMAL MARITAL 
RELATIONS WITH FULL PARTNER COOPERATION. 


a proven spermicide... 

The total surface area of each bubble of Emko _ foam, its erratic course exposes it constantly to 
Vaginal Foam contains the proven spermicidal the large contact area created by the bubbles. 
combination of Nonyl phenoxy polyoxyethylene Thus, Emko Vaginal Foam assures maximum 
ethanol 8.0% and Benzethonium Chloride 0.2%. spermicidal exposure... with a minimum weight 
As the sperm attempts to penetrate the block of of material. 


Stocked by local drug stores /1we emxo comPANY + 7912 MANCHESTER AVENUE « ST. LOUIS 17, MISSOURI 


3 now, rub your hands together. work the 4 it vanishes completely! no trace of the 
foam into your skin just as you would a fine hand greasiness so common in creams and jellies. 
lotion. That’s why Emko Vaginal Foam leaves no ‘‘after- 


mess” and no douching is needed! 
@PAT. NO. 2,943,979 OTHER PATS. PEND, 
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(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) 


for pain 


promptrelief 
profound relief 
prolonged relief 


ACTS FASTER—usually within 5-15 minutes. LAsTs 
LONGER— usually 6 hours or more. MORE THOROUGH 
RELIEF —permits uninterrupted sleep through the 
night. RARELY CONSTIPATES—excellent for chronic 
or bedridden patients. 

AVERAGE ADULT DOSE: | tablet every 6 hours. May be habit 
forming. Federal law permits oral prescription. 

Each Percopan* Tablet contains 4.50 mg. dihydrohydroxy- 
codeinone hydrochloride, 0.38 mg. dihydrohydroxycode- 
inone terephthalate, 0.38 mg. homatropine terephthalate, 
224 mg. acetylsalicylic acid, 160 mg. acetophenetidin, and 
32 mg. caffeine. 

Also available—for greater flexibility in dosage—PERCODAN®- 
Demi: The PEercopaN formula with one-half the amount of 
salts of dihydrohydroxycodeinone and homatropine. 


LITERATURE AVAILABLE ON REQUEST 


Richmond Hill 18, New York 
*U.S. Patent Nos. 2,628,185 and 2,907,768 


intensities commencing (ch moderat d extendi 
rougn major traumatic areas into further r CIONS OF SEVEFE pain 
‘ 


In periodic patient follow-up, you really 
come to appreciate the meaning of ‘“True-to- 
Dial” accuracy with the G-E Patrician “200” 
combination. Film comparison is easier be- 
cause of guaranteed consistent x-ray output. 
Performance holds predictably from range 
to range . . . even from one G-E unit to 
another! And with it you get so many more 
Patrician features: full-size 81” tilting table 

. independent tubestand . . . counterbal- 
anced, not counterpoised, fluoroscopic screen 
or spot-film device . . . radiation confined to 
screen area by automatic shutter limiting 


time after time, Patrician “200” guarantees 
x-ray exposures exactly as you dial them 


NORTH CAROLINA 


device... economy of purchase and operation, 
You can rent the Patrician. G-E Maxiserv- 
ice® plan provides an attractive alternative 
to outright purchase. Included, for a con- 
venient monthly fee, are installation, mainte- 
nance, parts, tubes, insurance, local taxes. 
Contact your G-E x-ray representative listed 
below for details, 


Progress ts Our Most Important Product 
GENERAL ELECTRIC 


Direct Factory Branch 
CHARLOTTE 
1140 Elizabeth Avenue 


WILSON 
A. L. Harvey 
150) Branch St. «= Phone 23 7-2440 


FR 6-1531 
Resident Representatives 


WINSTON-SALEM 
N. E. Bolick 
1218 Miller St. — Phone PArk 4-5864 
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effective, palatable, economical 


CREMOSUXIDINE®[SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 

Additional information on CREMOSUXIDINE is available to physicians on request. 


(TsT=) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


cre AND SUL ARE TRADEMARKS OF MERCK & CO., INC. 
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ow would you(:;? design 
a tranquilizer 
specifically 
for children? 


wouldn’t you _ see how closely these ATARAX 
wantittobe: advantages meet your standards: 


efficacious “.,. Atarax appeared to reduce anxiety and restlessness, improve sleep 
patterns and make the child more amenable to the development of new 
patterns of behavior... .”! 


remarkably “The investigators were impressed with the lack of toxicity and minimal 
well tolerated side effects which were observed even after long-term use.”2 


palatable Delicious ATARAX syrup pleases even the balkiest patient. 


Nor is that all ATARAX has to offer. In the allergic child, ATARAX offers 
added antihistaminic action to help control asthma and urticaria.’ In fact, 
though outstandingly useful in children,!-4 ATARAX equally well meets the 
needs of the elderly, and of the tense working adult (it calms, seldom 
impairing mental acuity). Why not extend its benefits to all your tense 
and anxious patients? 


Dosage: For children: under 6 years, 50 mg. daily; over 6 years, 50-100 mg. daily; 
in divided doses. For adults: 25 mg. t.i.d. to 100 mg. q.i.d. Supplied: Tablets 10 
mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 
rs Aaa mg. per cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 


References: 1. Freedman, A. M.: Pediat. Clin. North America 5:573 (Aug.) 1958. 

2. Nathan, L. A., and Andelman, M. B.: Illinois M. J. 112:171 (Oct.) 1957. 

: Santos, I M. H., and Unger, L.: Ann. ae 18:179 (Feb ) 1960. 4. Litchfield, 
: New York J. Med. 60:518 (Feb. 15) 1960 


TO TRANQUILITY 


(brand of hydroxyzine) 
® 
New York 17, N.Y. VITERRA Capsules—Tastitabs 
Division, Chas. Pfizer & Co., Inc. —Therapeutic Capsules for 


Science for the World’s Well-Being® vitamin-mineral supplementation 
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PASSPORT : 


A REALISTIC AID TO PROPER WEIGHT MAINTENANCE 


Last...New Cook Book Designed 


for 
Watchers 


pTURATED NEVER 


Free to Physicians 


Menus fulfill the recommended dietary allowances of the Food & Nutrition Board of the National Research Council. 
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Prevent Overweight 
Through Better Eating 


Recipes and Menus with Satiety and Appetite Appeal in Mind 


The Cook Book of Glorious Eating for Weight Watchers 
fills the long-felt need for a weight control plan 
that is workable for everybody in the family. 
Realistic regimens are built around good, nat- 
ural, readily-available foods enhanced by de- 
licious methods of preparation. In place of “fad 
diets” or tasteless formulas, it provides for truly 
appetizing meals. It teaches and encourages the 
development of the healthful eating habits that 
can prevent overweight, America’s #1 Health 
Problem. This full-color cook book contains 100 
pages—248 delicious recipes each with calorie 
counts. Complete menus are here at 3 calorie 
levels—1200, 1800, 2600. Calorie levels are re- 
lated to best weights by sex, age, size and extent 
of activity. 


Many diets fail because they are crash programs 
only temporary in effect. Other diets are unbear- 
able because they are monotonous and tasteless. 


The Wesson way is not a crash program. It offers 
calorie controlled menus with appetite appeal, vari- 
ety and satiety in mind. They fulfill the recom- 
mended dietary allowances of the Food & Nutri- 
tion Board of the National Research Council. 


All menus provide the proper amount of protein, 
carbohydrates, fat and the other essential nutri- 
ents. The principles of good nutrition are in- 
cluded to kelp the homemaker plan her own 
properly balanced, calorie controlled menus. 
With simple subtractions or additions to the 
same basic menu, each family member can be 
served delicious satisfying menus according to 
his individual needs. 


Not a reducing manual. It should be explained 
that “The Cook Book of Glorious Eating for 
Weight Watchers” is a guide to the prevention 
of obesity. Its publication marks the first time 


that a food manufacturer like Wesson has taken 
so important a step to help combat this serious 
public health problem. 


Copies for physicians. “The Cook Book of Glo- 
rious Eating for Weight Watchers” is being 
offered to the general public. If you would like 
a copy for yourself, together with forms to en- 
able patients to obtain their own copies, please 
fill in coupon below. 


Note: Please do not confuse this 
booklet with the Cholesterol De- 
pressant Diet Book, published by 
Wesson as an aid to physicians 
and for professional distribution 
only. The concept of the Choles- 
terol Depressant Diet Book stems 
from Wesson’s value in choles- 
terol depressant diets. Where a vegetable (salad) 
oil is medically recommended for a cholesterol 
depressant regimen, poly-unsaturated Wesson is 
unsurpassed by any readily available brand. 


my patients. 


The Wesson People, Dept. M, 210 Baronne St., New Orleans 12, La. 


Please send me my copy of ‘“‘The Cook Book of Glorious Eating for 
Weight Watchers”, plus two dozen order blanks for distribution to 


ADDRESS 


CITY, ZONE, STATE 


Poly-unsaturated Wesson, the Pure Vegetable Oil, is Never Hydrogenated 
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Wallace Laboratories, Cra 


(carisoprodol, Wallace) 
nbury, New Jersey 


low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 
YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPs: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.1.D, 


> - 
: The muscle relaxant with an independent pain-relieving action 
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before they learn their letters... 


you can learn how well they see 


This chart devised by Schering is part of a simple vision screening test for children over 
8 years. Used with the special lens provided, it helps you detect impaired vision, including 
latent hyperopia (farsightedness), and thus facilitates screening of children in need of 
referral to an ophthalmologist. The complete kit—eye chart, special lens and instructions for 
use—is available without charge from your Schering representative or on written request. 
Topical eye preparations: METIMyD® Ophthalmic Suspension (prednisolone acetate and sulfacetamide 
sodium) + Ointment with Neomycin; METRETON® Ophthalmic Suspension (prednisolone acetate and chlor- 


pheniramine gluconate); Sodium SULAMYD® Ophthalmic Solution (sulfacetamide sodium), 30% and 10% + Oph- 
thalmic Ointment, 10%. SCHERING CORPORATION (Dept. F) * BLOOMFIELD, NEW JERSEY 
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SCHERING’S CHILDREN’S EYE CHART 


Reverse side 
| Schering Eye Cha 
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NOTICE: THIS CHART SHOULD BE VIEWED AT 15 FEET. 
SEE INSTRUCTION BOOKLET FOR ADDITIONAL DIRECTIONS. 


ADVERTISEMENTS 


Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 


subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 
are disabled, up to $1,000.00 per month 


approved by 
The Medical Society of North Carolina 
for Its Members 


Write or Call 
for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Harry L. Smith John Carson 
108 East Northwood Street 
Across Street from Cone Hospital 
GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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synergistic action 
an? of fixed proportions 

of natural belladonna 
alkaloids on the 


Sedative—Antispasmodic 


20 years of clinical satisfaction 


COMPOSITION: Each Belbarb 
tablet or fluidram Elixir con- 


tr. belladonna 8 min. Belbarb 
No. 2 same as Belbarb except Par" seg 
Y Of. phenobarbital for more 
sedative action 


HOW SUPPLIED: Tablets: 


Bottle of 100, 500 and 1000, Elix- 
ir: Pint and galion bottles. 


& COMPANY 


Richmond, Virginia | 
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Heart disease, cancer, mental illness — everyone knows 

THESE 92,000 the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 

PEOP LE IN North Carolina there are at least 52,000 alcoholics. 

These people need medical help. No one is in a better 

NORTH CAROLINA position to initiate and supervise a program of rehabili- 


tation than the physician who enjoys the confidence of 


NEED MEDICAL HELP the patient or the patient's family. 


ONE FOR THE ROAD BACK: 


LIBRIUM 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, awakens the patient's desire for solid 
food and helps to control withdrawal symptoms. The 
complications of chronic alcoholism, including hallu- 
cinations and delirium tremens, can often be alleviated 
with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient’s need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chioro-2-methylamino 


5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochlor de 


LABORATORIES Division of Hoffmann-La Roche Inc. 
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RESTORE 
VITALITY... 


to the under-par child”* 


comprehensive liquid hematinic 


e corrects iron deficiency 
restores healthy appetite 
- helps promote normal growth 


* underweight, easily fatigued, anorexic—due to 
mild anemia 


Each 5-cc. teaspoonful provides: 
Ferrous Sulfate (equivalent to 


20 mg. of iron). . 
Thiamine Hydrochloride 

(Vitamin B,) . 
Riboflavin (Vitamin 
Pyridoxine Hydrochloride 

(Vitamin Bs). . 
Vitamin B,. Crystalline = . §& meg. 
Pantothenic Acid (as d- Panthenol) 
Nicotinamide. _ . 


Alcohol, 2 percent. 


Usual dosage: 
Infants and children—1/2 to 1 teaspoonful (pref- 
erably at mealtime) one to three times 


daily. 
Adults—1 to 2 teaspoonfuls (preferably at meal- 
time) three times daily. 


Zentron™ (iron, vitamin B complex, and vitamin C, Lilly) 
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Delay in the Diagnosis of 


Carcinoma of the Cervix in North Carolina 
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WILLIAM H. Morais, Jr., M.D. 


In 1959, 204 women in North Carolina 
died from carcinoma of the cervix. In the 
past five years there have been 1,229 deaths 
from this form of malignancy. If there had 
been a similar number of deaths from polio, 
our newspapers would be filled with 
editorials and physicians would be advoca- 
ting an inoculation against polio for every 
person who entered their office. Carcinoma 
of the cervix is not an infectious disease, but 
the use of the Papanicolaou smear can make 
invasive carcinoma of the cervix just as 
preventable a condition as poliomylitis. 

Carcinoma of the cervix is one of the few 
types of malignancy that can be diagnosed 
in its pre-invasive state. When a death cer- 
tificate indicating carcinoma of the cervix 
as the cause of death is signed, certain ques- 
tions must be asked if we are to eliminate 
future deaths from this disease. Did the 
patient err by neglecting to observe and re- 
port early symptoms of cancer? Did the 
physician err by not educating his patient 
concerning the importance of annual phys- 
ical examinations, or by missing an oppor- 
tunity to diagnose the disease at an earlier 
stage? Or was this death the result of both 
physician and patient error? When we begin 
to ask and answer these introspective ques- 


From the Department of Obstetrics and Gynecology 
University of North Carolina School of Medicine, Chapel 
Hill, North Carolina. 


“Fellow of the American Cancer Society. 
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tions, it will be ultimately possible to elimi- 
nate invasive cancer of the cervix. 

In an effort to determine the magnitude 
of patient and physician delay in the diag- 
nosis and treatment of invasive cancer and 
to determine possible methods of preventing 
this disease, a study of 203 patients at the 
North Carolina Memorial Hospital was 
made. The interviews were meticulously 
conducted by Drs. Pritchett and Morris and 
were reported in detail in their senior thesis 
at the University of North Carolina. The 
data are summarized in table 2. 


Causes of Delay 
Patient delay 


Thirty-two and eight tenths per cent of 
the patients did not report abnormal bleed- 
ing because they attributed it to the “change 
of life.”” Many patients believe any abnorm- 
al bleeding in the fifth and sixth decades 
of life is due to the menopause, and conse- 
quently is normal. This idea is not only 
widely accepted by patients but also fre- 
quently by physicians. It is a common and 
serious misconception. Denial and fear ac- 
counted for 35 per cent of the patient delay. 
Ignorance of cancer and the failure of our 
education programs concerning this disease 
caused 16.1 per cent. Five and eight tenths 
per cent of the patients delayed reporting 
the symptoms of cancer because they were 
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Table 1 


North Carolina Deaths From Cancer of the Female Genitalia, 1955 to 1960* 


May, 1961 


Total 


Year 


Cervix 
Uterus 


Ovary, fallopian tube and 
broad ligament 


Vulva and vagina 


1956 
273 
107 
117 


19 


1955-1960 
1,229 


1957 
234 


Total all sites 


*Statistics Section, North Carolina Department of Health. 


not associated with pain. An additional 6.6 
per cent would not submit to a pelvic ex- 
amination. There were only 5 instances in 
which patient delay was due to financial 
reasons. The other patients had spent size- 
able sums on various types of medication 
and office visits 

Physician delay 


The two most common errors among 
physicians which caused delay in the diag- 
nsis and treatment of carcinoma of the 
cervix were: (1) diagnosing the lesion as 
benign without performing a pelvic ex- 
amination, 42.4 per cent of the cases; (2) 
performing the pelvic examination but not 
taking a smear or biopsy, 32.2 per cent. In 
8 cases (13.6 per cent) a hysterectomy was 
performed in the presence of cancer without 
initially obtaining a smear and a biopsy. 
This is usually a fatal error, since removal 
of the uterus and cervix precludes adequate 
radiation therapy since the utuerus is a re- 
ceptacle for radium. Moreover, the opera- 
tion enhances the spread of cancer. In 3 
patients, 5.1 per cent, there was failure to 
perform a pelvic examination because of 
bleeding; in 2, failure to perform a pelvic 
examination during pregnancy, and in 1 
patient dilatation and curettage and coniza- 
tion of the cervix were not performed after 
a Suspicious smear was reported. 

Another type of physician error was the 
initiation of empiric treatment in the pre- 
sence of symptoms of cancer before estab- 
lishing a diagnosis. It is imperative that the 
treatment of pelvic complaints be withheld 


until the diagnosis of cancer has been con- 
firmed or eliminated. To institute therapy 
prematurely in the presence of cancer symp- 
toms is to give the patient a false sense of 
security. Pills, douches, cauterization of the 
cervix, vitamins and hormone injections, 
and treatment of urinary tract infections 
were some of the methods instituted in our 
series before the diagnosis of cancer had 
been made. Another serious error was the 
empiric use of estrogens for abnormal bleed- 
ing. 

Primary factors in advanced cancer 


When the .203 case histories and inter- 
views of patients with invasive carcinoma 
of the cervix were critically studied it was 
found that in 58.6 per cent of the cases there 
were no symptoms during the pre-invasive 
phase of the disease to cause the patient to 
seek medical advice. We must change our 
emphasis, therefore, from the danger signals 
of cancer to the importance of periodic ex- 
aminations. In 24.1 per cent of the cases 
there was physician error. He had had the 
opportunity of diagnosing the lesion at an 
early stage, but had failed to do so. In 17.2 
per cent of the cases, the real burden of in- 
vasive cancer was upon the patient. 


Methods of Reducing the 
Incidence of Pelvic Cancer 


Interviews with these 203 patients in- 
dicated that patient education must be im- 
proved and intensified. Seventy-three pa- 
tients with invasive carcinoma of the cer- 
vix could name only one of the seven dang- 
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er signals which have been established by 
the American Cancer Society; 45 per cent of 
these patients thought that it was impos- 
sible to have cancer without symptoms, and 
54 per cent believed that the family doctor 
could not make the diagnosis of pelvic can- 
cer, but that special training was necessary. 
An alarming finding was that 74 per cent of 
the patients had never heard of a cancer 
detection clinic, although 42 per cent were 
white. 

Patient education can be improved by the 
thoughtful physician and by voluntary 
health organizations. Lay education con- 
cerning cancer can be improved by utilizing 
media to which some segments of society 
are frequently exposed. Some of these media 
are hill-billy and rock-and-roll music, ser- 
mons in rural churches, and farm and home 
programs. Literature on cancer can be en- 
closed in welfare or factory paychecks and 
in almanacs or state catalogues. Moreover, 
it is important that the material thus dis- 
seminated be presented simply and directly. 


Elimination of physician delay 


Physician delay in the diagnosis of cer- 
vical cancer can be reduced in four ways. 

1. The physician educational program of 
the Cancer Committee of each county med- 
ical society can be intensified. 

2. The preventability of cancer deaths 
can be studied and determined in a manner 
similar to that of the Maternal Mortality 
Committee. It is evident that the Maternal 
Mortality Committees have been eminently 
successful in reducing the number of mater- 
nal deaths and in providing postgraduate 
education in the management of obstetric 
difficulties. 

3. The Papanicolaou smear can be more 
widely and properly used. 

The Papanicolaou smear should be a basic 
part of every annual physical examination 
and every hospital admission. It should be 
just as routine as a urinalysis and a hemo- 
gram, and it would save more lives. Every 
female patient admitted to the out-patient 
department or to the hospital at the North 
Carolina Memorial Hospital has had a Pa- 
panicolaou smear as a part of her routine 
examination. This practice has made pos- 
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Table 3 


Summary of Data on Cancer Detection Clinic 
Visits in North Carolina According to Prior 
Visits to Private Physicians 


January 1, 1953—June 30, 1955 
No. Visits to Physician No. Per Cent 


Total number 23,628 100.0 


Patients visiting their physician 15,405 60.1 
in last 6 months 


Percentage of patients visiting 79.4 
physician in 12 months 


Type of examination 


Complete physical examination 4,470 17.4 
Breast examination 6,995 27.3 
Pelvic examination 9,516 37.1 
Rectal examination 6,403 25.0 


During this period 3,460 patients visited their physician 
and requested a complete physical examination; only 
1,724 or 49.8% received a physical examination which 
included breast, pelvic, and rectal examination. 


sible the diagnosis of 23 unsuspected car- 
cinomas in situ during 1957 and 1958 on the 
surgical, medical and psychiatric services. 
Actually, 1 case of carcinoma in situ has 
been found for every 218 smears taken on 
services other than obstetrics and gyneco- 
logy. By use of the Papanicolaou smear, 70 
per cent of the unsuspected carcinomas in 
situ have been diagnosed on services other 
than gynecology. 

The technique is essentially available to 
all North Carolina physicians at the present 
time. Thirty-three pathologists in the state 
were asked how many smears they were 
making and could make, as well as what 
they thought was preventing the routine use 
of the smear in our state. Twenty-four 
(74 per cent) of the questionnaires were 
answered. Twenty (83 per cent) of the 
group felt that the lack of physician co- 
operation and interest was the responsible 
factor. 

Fifty-eight and sixth tenths per cent of 
the 203 patients with invasive carcinoma of 
the cervix had no symptoms of cancer of 
the cervix until the disease had become ad- 
vanced. Periodic examinations would have 
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allowed these carcinomas to be found in 
the pre-invasive state. 

It is evident from table 3 that 79 per cent 
of the patients seen in cancer detection 
cilnics in North Carolina had visited their 
physicians in the past 12 months, but only 
17.4 per cent had received a complete phy- 
ical examination; 27.3 per cent had not had 
an examination of the breast; 37 per cent 
had not had a pelvic examination; and 25 
per cent had not had a rectal examination. 
But even more important, only 49.8 per cent 
of the 3,460 patients had received a com- 
plete physical examination when it was 
specifically requested. 

The annual physical examination is not 
only important in cancer detection but also 
as a general health audit. Such an examina- 
tion will lead to earlier diagnosis of diabetes, 
heart and renal disease, as well as psychia- 
tric problems. It will also allow counseling 
in such important matters as diet, nutrition, 
and mental health. 

Summary 


1. More than 200 North Carolina women 
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die of cancer of the cervix each year, while 
500 women acquire the disease. 

2. The development of the Papanicolaou 
smear has made invasive carcinoma of the 
cervix a preventable disease. 

3. There is an inordinate amount of pa- 
tient and physician delay in the diagnosis 
and treatment of pelvic cancer. This delay 
can be corrected or improved by better pa- 
tient education concerning the importance 
of the annual physical examination, and by 
the establishment of committees for the 
study of pelvic cancer in each county and 
city. 

4. The emphasis of cancer prevention 
must be changed from early reporting of 
symptoms to the necessity of an annual 
physical examination and a Papanicolaou 
smear. Fifty-eight and six-tenths per cent 
of the patients with invasive cancer of the 
cervix had no symptoms until extensive in- 
vasion had occurred. Physician responsibil- 
ity was evident in 24.1 per cent of the cases. 
Patients were responsible for delay in 17.2 
per cent of the cases. 


The phenomenal expansion of research in the past twenty years has 
been a strong factor in the reorientation of the roles of teaching and 
research in medical schools. No one in his right mind would want to 
retard the advancement of research, although there are plenty of 
instances where its quality could be improved. My only complaint is that 
as of now, research and teaching are out of balance, and it is time we did 
something about it. Hundreds of millions of dollars of public and private 
funds are provided each year to support research and research facilities, 
while only a pittance is available to medical education. We talk in 
grandiose terms about research programs to “wipe out cancer” or 
“eliminate heart disease,” but who, unless we have an abundant supply 
of well trained physicians, is going to apply all this new knowledge for 
the benefit of the sick?—-Lewis, H. P.: Reflections from our Mirror, Ann. 
Int. Med. 53: 1209 (Dec.) 1960. 
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Management of Carcinoma of the Oral Cavity 


May, 1961 


G. Hopart, Jr., M.D. 


Malignant tumors of the oral cavity make 
up about 5 to 6 per cent of all forms of can- 
cer occurring the human body. It is esti- 
mated that about 19,000 new cases occur 
annuaily in the United States, 80 per cent of 
which are in men. In 1953 there were 5,000 
deaths from cancers in this site, according 
to the National Office of Vital Statistics. 
Malignant lesions within the oral cavity 
vary in character, clinical course, treatment, 
and prognosis, depending on the point of 
origin. Thus it becomes obvious that it is 
neither possible nor rational to treat them 
as a single group termed “cancer of the 
mouth.” 

The cure rate of oral cancers varies wide- 
ly, depending upon the exact site of occur- 
rence. Nathason has reported that the five- 
year cure rates for cancer of the lip ranges 
from 59 to 70 per cent, as compared with 
only 25 per cent for cancers of other parts 
of the oral cavity. The degree of malignancy 
as indicated by histologic grade and the 
extent of the lesion makes for considerable 
variation in different reports’. 

Cancer of the lip and of the tonsils will be 
excluded from this discussion, which will 
deal with the epidermoid carcinoma limited 
to the oral cavity, including the buccal sur- 
faces, the anterior two-thirds of the tongue, 
the posterior one-third of the tongue and 
the floor of the month, and carcinoma of the 
lower gingiva. 

Etiologic Factors 


Tobacco is shown to be an important 
causal factor, particularly in pipe and cigar 
smokers, but also to a lesser degree in cig- 
arette smokers. In this area, where snuff- 
dipping is popular among the female work- 
ing class, the practice has accounted for a 
number of cases that I personally have 
treated. Alcohol, particularly whiskey, has 
been shown to have a marked influence 
on the development of carcinoma of the oral 
cavity, although separating the roles of to- 
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bacco and alcohol is not always simple. The 
use of alcohol might itself have contributed 
to nutritional deficiencies of etiologic im- 
portance. These latter deficiencies may bear 
some relation to those associated with Plum- 
mer-Vincent disease—shown elsewhere to 
be largely responsible for the high rate of 
oral carcinoma in Swedish women. Poor 
dental hygiene has been found more com- 
monly in cases of carcinoma, and more often 
in women than in men, but the direct con- 
nection remains uncertain. In the older lit- 
erature, syphilis was stressed as a factor 
of some importance in carcinoma of the lip 
and of the anterior two-thirds of the tongue, 
but whether syphilitic glossitis or arsen- 
icals are implicated is rather obscure’. 
Common Types of Oral Cancer 


Leukoplakia 

Leukoplakia is a precancerous lesion 
commonly found in the oral cavity and the 
lower lip. It is seen most frequently in 
snuff-users, persons with poor dental and 
oral hygiene, farmers and sailors exposed 
to the ultraviolet rays of solar energy in 
their daily occupation, and at times in per- 
sons with a large amount of dental repair 
utilizing metallic materials. Some workers 
in this field have stated that 50 to 60 per 
cent of all intra-oral carcinomas arise from 
pre-existing leukoplakic plaques. This fact 
is significant, and, even though not all leu- 
koplakia of the oral cavity degenerates into 
carcinoma, it is the consensus that leukop- 
lakia should be treated as a premalignant 
lesion and definitive therapy carried out in 
all cases. Treatment includes improved oral 
hygiene, dental care, and high vitamin A 
intake. Patients on this treatment should 
be observed regularly and persistently. 

This form of therapy is advocated for 
diffuse, early changes. Isolated plaques of 
well developed leukoplakia should be locally 
excised and primarily closed. Pathologic 
studies should always be carried out. When 
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there is diffuse involvement of the lip by 
leukoplakia, the entire exposed surface may 
be excised readily. Cosmetic and functional 
results following lip shave are excellent. 
The procedure can very well be carried out 
under mental or mandibular local block 
anethesia, or local infiltration of procaine 
may be used. 

The incision is made the full length of 
the lip exactly along the vermilion border. 
The mucosa of the entire exposed surface 
of the lip is undermined and elevated by 
sharp dissection. Undermining is continued 
a sufficient distance beneath the mucosa on 
the inner side of the lip to allow the wound 
to be closed readily after excision of the dis- 
eased portion. After all the involved surface 
of the lip is removed the remaining mucous 
membrane is advanced and approximated 
to the skin edge with interrupted fine silk 
sutures. Hemastasis is important. In about 
two weeks the resurfaced lip presents an 
excellent cosmetic result, and the procedure 
has removed the precursor to an epidermoid 
carcinoma. 

The same procedure can be carried out in 
massive, thick, well developed leukoplakia 
involving the buccal surface, and a split- 
thickness skin graft can be used to resur- 
face the buccal surface. Various types of 
stents are used to hold the graft in place and 
to reconstitute the gingivobuccal sulci. It 
has been my experience that these grafts 
take readily, with less than 1 to 2 per cent 
loss of the graft. Again, hemastasis is im- 
portant to assure success. 


Epidermoid carcinoma 


Most cancers of the oral cavity are epider- 
moid carcinomas. The grade of malignancy 
generally increases with involvement of the 
posterior oral cavity and, of course, of the 
pharynx*. Cancers of the anterior part of the 
tongue, the alveolae, and the floor of the 
mouth are usually of a low grade, while 
tumors of the tonsil, base of the tongue, and 
pharyngeal wall tend to be anaplastic and 
more aggressive in their clinical behavior. 
Slaughter and Southwick* have described a 
finding which they feel is responsible for 
many therapeutic failures and for the ap- 
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pearance of separate cancers of the oral 
cavity. The writers term this finding “field 
cancerization,” and it is considered a pre- 
malignant change in grossly normal-appear- 
ing mucosa around an epidermoid car- 
cinoma of the oral cavity. The microscopic 
sections of the normal-appearing mucous 
membrane will reveal multiple foci of 
dyskeratosis in carcinoma in situ. This em- 
phasizes the importance of obtaining micro- 
scopic Margins on all lesions excised from 
the oral cavity. 

Radiotherapy—lts Limitations and Uses 


Both surgery and radiation play a part 
in the management of carcinoma of the oral 
cavity. Radiotherapy for this purpose has a 
number of limitations. It is usually con- 
traindicated in carcinomas overlying or in- 
vading bone because of the sequelae of 
osteoradionecrosis. As a rule, it should not 
be used for recurrent carcinoma in an area 
previously subjected to heavy radiation. I 
feel that it has no place in precancerous leu- 
koplakia, since this is often incompletely 
eradicated by irradiation and remains as a 
threat of future malignant change. Although 
radiotherapy may be effective in controlling 
primary lesions within the oral cavity, it is 
far less effective than surgery in the man- 
agement of metastatic carcinoma in cervical 
lymph nodes. I have been reluctant to ad- 
vise the use of irradiation in young patients 
in whom surgical treatment of the tumor is 
feasible, because of the possibility of serious 
late radiation changes, including postir- 
radiation cancer of the skin and soft tissue 
and osteogenic sarcoma of the bone. I be- 
lieve that radiotherapy should be used only 
in the treatment of malignant lymphomas 
in the area, and in the management of cer- 
tain selected epidermoid carcinomas. 

With the recent advance of antibiotic 
therapy and control of postoperative infec- 
tions and the marked progress of anesthesia, 
radiotherapy should not be considered the 
treatment of choice for the more advanced 
carcinomas of the mouth and pharynx. Care- 
fully administered radiation has failed to 
control these bulky and deeply infiltrating 
tumors, and has often failed even to achieve 
palliation. In fact, the patient’s existence 
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may become more miserable because of the 
reaction to irradiation in the tumor and sur- 
rounding tissue. The more aggressive sur- 
gical attack on these larger tumors has fre- 
quently been rewarding. This is not to deny, 
however, that small doses of x-ray may 
achieve considerable palliation in some ad- 
vanced and inoperable cancers by cleaning 
up secondary infection and reducing the 
bulk of the tumor mass. 

Much controversy exists, even today, con- 
cerning the choice between irradiation and 
surgery for carcinomas in various locations 
of the mouth. Each case is an individual 
entity and differs in many respects. The 
treatment depends on the history of the 
tumor, its bulk, accessibility, and encroach- 
ment on neighboring structures, particular- 
ly bone. The commonest mistake made in 
some hospitals is to withhold surgery when 
it is indicated, and to resort to radiation 
because of the age or general condition of 
the patient. In these people, radiation 
therapy has a morbidity equal to and some- 
times much greater than that of surgery. 
Again, with the bulky carcinomas, radiation 
has much less chance of controlling the 
growth than does surgery. 


Surgery 


The surgical removal of these bulky 
tumors must be three dimensional. That is, 
an attempt must be made to resect the pri- 
mary lesion with a healthy margin of tissue 
in three planes. Generally, the resection 
must be performed in continuity with a 
formal bloc dissection of the lymphatic ves- 
sels and nodes on the same side of the neck. 

There are several sound reasons for this 
approach. Cancers of the head and neck, as 
a rule, do not metastasize below the 
clavicle’. These tumors generally destroy 
life by local invasion, and the patient suc- 
cumbs to the unyielding vise of cervical 
cancer which slowly strangulates, suffoc- 
ates, and impairs cerebral bloow flow. Suc- 
cessful surgical treatment demands aggres- 
siveness, a thorough understanding of the 
involved anatomy, and an unyielding desire 
to remove the lesion. Such procedures are 
necessarily extensive and the resultant de- 
fects are sometimes large. Often nutrition 
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and the very airway of the patient are ser- 
iously impaired. Large portions of the man- 
dible and tongue, even the soft tissue of the 
face, must sometimes be sacrificed in order 
to extirpate the tumor completely. The 
major objection to the excisional surgery of 
carcinomas of the oral cavity is the pre- 
vailing opinion that the patient is perman- 
ently crippled thereby, not only physically, 
but socially and economically as well. Re- 
constructive surgery has now made it pos- 
sible to resect extensive lesions without fear 
of creating wounds which are unbearable 
to the patient and others. 

Many have emphasized that reconstruc- 
tive methods are best when combined im- 
mediately with the excision of the primary 
lesion and the lymphatics at the time when 
the exposure is optimal and before tissue 
contraction and psychologic deterioration 
have begun*. If the first attempt at excision 
fails, at least the patient is left with ad- 
equate function and comfort. Also, primary 
repair makes the patient more comfortable 
and greatly reduces the cost of hospitaliza- 
tion. It also returns him to society much 
earlier. Wound complications, pulmonary 
infections, and disturbances in breathing 
and alimentation are reduced to a minimum. 
These wounds are contaminated by oral 
organisms, the local blood supply is often 
embarrassed, and conditions for wound 
healing are not ideal. Thus, if cervical me- 
tastasis is present, the extremely high rate 
of local recurrence is such that reconstruc- 
tion probably should be delayed in the vast 
majority of cases until there is reasonable 
evidence that the disease has been control- 
led’. 

In the past, cautery has been used exten- 
sively for the destruction of intraoral car- 
cinoma. Its use is always followed by de- 
layed healing, discomfort, infection, and 
often extensive scarring and distortion of 
tissues. This technique has little place in 
the present day management of these 
tumors. Excision by sharp dissection, fol- 
lowed by careful wound repair, accomp- 
lishes more adequate control of the neo- 
plasm and more satisfactory recovery of 
function. Lesions in the anterior portion 
of the oral cavity usually may be excised 
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through the open mouth. Inaccessible 
lesions require exposure by dividing the 
lower lip and skin of the chin in midline, 
thus forming a flap. Occasionally the body 
of the mandible must be divided and retract- 
ed for access to the lesions at the base of the 
tongue and in the pharynx. 

The following cases illustrate the various 
surgical procedures used to control malig- 
nancy of the oral cavity: 


Case 1 


This patient had diffuse leukoplakia involving 
the lower lip, with a small, 4 mm. ulcer on the 
right vermilion border overlying the plaque. 
Epidermoid carcinoma of the lip is frequently 
associated with diffuse leukoplakia. When the 
carinoma is this small, it may be treated by 
simple V excision with simultaneous removal of 
the remaining leukoplakia by lip shave. When 
the cancer is of sufficient size to require more 
extensive excision and plastic repair, it is best 
to defer excision of any co-existing areas of leu- 
koplakia. 


Case 2 


In this patient a low grade epidermoid car- 
cinoma involving the lower gingiva and ad- 
jacent floor of the mouth was excised locally. 
The lesion had not invaded bone or metastasized 
to the cervical lymph nodes. More advanced 
lesions would require the combined operative 
procedure, including resection of the mandible 
and radical neck dissection. It is well to bear in 
mind that invasion of bone is not always de- 
monstrated by x-ray. Therefore, any lesion that 
is firmly fixed to bone or ulcerating in the bone 
should be considered as invading the bone, and 
is not suitable for local excision. This patient 
was treated by local wide excision involving the 
removal of all tissue down to the geniohyoid 
muscle, with complete disregard for the orifices 
of Wharton’s ducts. Included in this bloc of 
tissue was the upper surface of the alveolar 
process of the mandible. Primary closure was 
effected by approximating the mucosa of the 
floor of the mouth to that of the gingivolabial 
sulcus across the exposed segment of the man- 
dible. Larger defects require coverage with a 
split-thickness skin graft applied directly to the 
bone and held in place with a stent of gauze and 
molded dental wax. 


Case 3 


A rather large, but low grade epidermoid car- 
cinoma at the base of the tongue was seen in a 
chronic alcoholic who presented the chief com- 
plaint of “sore throat.” Histologic examination 
proved this to be a rather low grade epidermoid 
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carcinoma. Palpation of the neck revealed ques- 
tionable nodes of the submaxillary triangle. De- 
cision to treat this lesion by surgery was reached, 
since it was felt that neck dissection should be 
performed. 


Treatment of carcinomas at the base of the 
tongue and soft palate and tonsillar regions sur- 
gically should always include neck dissection 
since adequate exposure of these sites requires 
division and often excision of the mandible. In 
this case, it was not necessary to remove the 
mandible; it was divided, however, for exposure. 
A complete neck dissection was performed and a 
cheek flap was raised by dividing the lower lip 
and incising the gingivobuccal gutter as far as 
the retromolar region. The mandible was then 
divided with a Gigli saw well anterior to the site 
of the tumor. Next the tongue was retracted for- 
ward by a suture and retraction of the ends of 
the mandible, giving adequate exposure to the 
base of the tongue. The tumor was then excised 
with a wide margin of normal mucosa and under- 
lying muscle. The defect was then closed with 
interrupted chromic catgut sutures and the man- 
dibular fragments reaproximated and stabilized 
with a Kirschner wire drilled across the fracture 
site or wired with +0.020 Baker wire. Closure of 
the gingivobuccal gutter was accomplished with 
interrupted sutures of fine silk. More extensive 
lesions at the base of the tongue require wider 
excisions, necessitating portions of the latero- 
pharyngeal wall and soft palate, and partial 
mandibulectomy. 


Case 4 

A 60 year old truck driver was referred by his 
dentist after some weeks of treatment of an 
alveolar lesion. He had undergone extraction of 
a molar tooth, lower left, some eight weeks pre- 
viously. The defect failed to heal following the 
extraction, in spite of ointments, irrigation and 
curettage. At the time of referral the patient 
had a 3 cm., hard, fixed mass at the outer aspect 
of the mandible and shotty nodes, some of which 
were tender, within the submaxillary space, and 
one rather hard node of the deep cervical chain 
at the bifurcation of the carotid artery. His- 
tologic examination revealed an epidermoid car- 
cinoma. Excision combined with resection of the 
mandible is the treatment of choice for this 
lesion. This combined procedure is also general- 
ly chosen for treatment of typical carcinoma of 
the floor of the mouth with invasion of the body 
of the mandible. Radical neck dissection was per- 
formed in the usual manner, except that the 
digastric triangle was not cleared superiorly. The 
contents of the neck remained attached to the 
lower border of the mandible and the submaxil- 
lary gland. The lower lip was split in mid-line 
and the cheek flap elevated by incision along the 
gingivobuccal gutter, leaving an ample margin 
of normal tissue around the involved area of the 
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mandible. The mandible was then divided well 
anteriorly with the Gigli saw and posteriorly dis- 
articulated at the temporomadibular joint. 

In this case an intra-oral tumor involving the 
alveolar process of the mandible and the neck 
contents attached to the mandible were re- 
moved en masse. The oral cavity was closed by 
approximating the mucosal edges. If the tongue 
has been excised, the edge of the tongue is used 
to approximate the buccal mucosa, thus closing 
the cavity. The suture line is reinforced to pre- 
vent leakage whenever possible. The lip is recon- 
structed with chromic catgut sutures for the 
muscles and interrupted finet silk sutures for the 
skin. The neck wound is always drained. A 
tracheotomy was included in this procedure. The 
neck wound is always drained, but an innovation 
about five years ago has proved very useful. 
This is the insertion, beneath the neck flaps, of 
a straight French catheter, with added openings 
along the side. The distal end is attached to a 
closed water-trap suction. This reduces the bulk- 
iness of the dressing to the neck and facilitates 
the care of the wound as well as adding to the 
comfort of the patient. 

Postoperatively, the mandible is stabilized by 
one of a number of methods. In this particular 
case, the right mandible was wired in occlusion 
to the teeth above. 


Case 5 


The patient was a 55 year old man who sought 
treatment for an ulcer of the left gingivobuccal 
sulcus of three months’ duration. He had chewed 
tobacco for the past 35 years. Physical examina- 
tion revealed leukoplakia covering the mucosa 
of the alveolar process, of the gingivobuccal 
sulcus, and the buccal mucosa. There was an 
ulcerating lesion within the gingivobuccal sulcus 
and invading the alveolar process. There was one 
rather firm node in the submaxillary space. A 
combined operation, radical neck dissection plus 
hemimandibulectomy, was carried out. A Kirs- 
chner wire was used to stabilize the mandible. 
One end was placed into the cut end of the man- 
dible and slightly bent to conform to the con- 
figuration of the opposite side. The other end of 
the wire was placed in the tip of the mastoid 
process. Since the mucosa and muscular floor 
of the mouth were not involved, there was ade- 
quate mucous membrane with which to close the 
oral cavity. This was reinforced over the Kirs- 
chner wire and the wound closed. It was found 
that the stability of the mandible and the mobili- 
ty of the tongue were such that a tracheotomy 
was not thought necessary. This proved to be the 
case and the wound healed by primary intention. 
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About 18 months postoperatively, between the 
patient’s usual visits to the tumor clinic, he came 
one day with an erythematous tender area over 
the distal end of the mandible. The end of the 
Kirschner wire was felt, apparently just beneath 
the skin. Through a small incision, the end of 
the wire was grasped by Kelly clamp and re- 
moved. Following the removal of this prosthesis, 
the bone end was found to be stable, and the 
symmetry of the face is such that future re- 
constructive procedures on _ this _ particular 
patient are not contemplated. 


Summary 


Between 5 and 6 per cent of all malignant 
lesions occurring in man are found within 
the oral cavity. The etiology is not fully 
understood, but it would seem that tobacco, 
alcohol, poor oral hygiene, and syphilis cer- 
tainly play a role in the disease. 

Epidermoid carcinomas make up _ the 
majority of the cancers of this region. Leu- 
koplakia, a precancerous lesion, gives rise 
to malignant degeneration in about 50 per 
cent of the cases. Management of these 
lesions depends on their location, size, his- 
tology, and general behavior. As practicing 
otolaryngologists, we are afforded the op- 
portunity of seeing these patients perhaps 
earlier than any of our colleagues. With a 
high index of suspicion on our part, the five- 
year survival rate should be improved. 
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A Clinical Report On The Use Of Combined Mandelamine 
And Thiosulfil In Resistant Urinary Tract Infections* 
FreD K. Garvey, M.D. 


Haroip L. Murray, M.D. 


WINSTON-SALEM 


This is the second report on our use of 
combined Mandelamine and Thiosulfil in 
chronic resistant infections of the urinary 
tract. In involves clinical evaluation only, 
whereas a previous paper recently publish- 
ed' reported a series of laboratory experi- 
ments. 

The problem of increased occurrence of 
resistant strains of bacteria—particularly 
the coliform bacilli—in chronic urinary 
tract infections has in recent years become 
quite grave. It is evident that modern an- 
timicrobial therapy is not measuring up in 
coping with the increasing morbidity re- 
sulting from bacterial invasion of the ur- 
inary tract. 

Antibiotics as well as sulfonamide drugs 
in most acute infections, where no obstruc- 
tive factors or anomalies are present, are 
quite effective if properly administered. In 
chronic or recurrent infections, however, 
particularly where stasis or foreign bodies 
are involved, they are not only ineffective 
but too commonly enhance the development 
of multiple pathogens of varying resistance 
to the point that specific therapeutic cure 
by their use is impossible. 

This fact is very noticeable in a urologic 
practice, where most patients will have al- 
ready undergone treatment with antibiotics 
and other chemotherapeutic agents without 
cure, and urine cultures reveal one or more 
resistant types of bacteria. In such instanc- 
es, even after stasis and obstruction are re- 
lieved, the invading organisms have estab- 
lished such a foothold and such a strong 
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resistance to modern agents that cures with 
the most careful selection of drug are rare. 

It is our belief that recurrence and chron- 
icity of infections are the same and almost 
invariably indicate some abnormality in the 
urinary tract. Obstruction with stasis may 
occur at any level from the collecting tu- 
bules of the kidney to the urethral meatus 
and by stagnation or foreign body perpetu- 
ate bacterial multiplication and reinfection 
of other parts of the urinary tract. Many of 
these factors are obvious and can be reliev- 
ed surgically, while others cannot. Further- 
more, we believe that in combatting chronic 
or recurrent infections the approach should 
be logical and intensive. After thorough 
evaluation and surgical removal of any 
complicating factor, antimicrobial therapy 
should be instituted and continued until 
a cure is thought to be obtained. If the 
therapy is found to be effective and non- 
toxic, it should then be continued for many 
weeks in decreased dosage as a prophylactic 
against recurrence. 


The Search for an Effective Combination 


Our experience with antibiotic therapy in 
chronic urinary infections has been quite 
unsatisfactory even where sensitivity tests 
indicated a probable good response. That 
both antibiotics and sulfonomides exert 
their greatest effect in the blood serum and 
the tissues while having little effect in the 
urine and on the uroepithelium, where bac- 
teria often breed luxuriantly, is one reason 
for poor results with their use in chronic 
urinary infections. Another reason is their 
narrow spectrum and their tendency to al- 
low resistance to develop before a cure is 
effected. 

This observation brought about a change 
in our thought concerning the problem 
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about seven years ago. We remembered 
that more than 40 years ago methenamine, 
by virtue of formaldehyde liberated in an 
acid urine, was known to demonstrate bac- 
tericidal properties in the urine and on the 
uroepithelium, and was particularly effec- 
tive in obstructive uropathy. We also re- 
membered that 20 years later ketosis, by 
creating a urine of low pH, often wiped out 
severe chronic bacillary infections. This dis- 
covery was the forerunner of mandelic acid, 
which for years was our best weapon against 
the coliform organisms. 

It is generally recognized that methen- 
amine and acidifying drugs act almost en- 
tirely within the urinary stream and have 
no value proximal to the collecting tubules. 
Sulfonamides and antibiotics, as previously 
stated, exert most of their effect in the blood 
stream and urinary tissues. With this know- 
ledge as a basis for clinical experimenta- 
tion, we decided to combine drugs which 
act in the affected tissue and those which 
are bactericidal in the urine. Furthermore, 
we felt that we must consider drugs which 
were not vulnerable to resistance and could 
be used over long periods of time without 
toxic effects, hoping eventually to sterilize 
the urinary stream while acting within the 
tissues. 

The cost of antibiotics for prolonged 
therapy, together with their lack of broad 
spectrum quality, and even more important 
their tendency to produce an overgrowth of 
resistant strains, militated against their use 
in this clinical trial. 

A sulfonamide, if found to be safe in an 
acidified urine, appeared to be the most de- 
sirable chemotherapeutic agent to try in 
combination with methenamine and an 
acidifying drug. At this time we were using 
several highly soluble and relatively non- 
toxic sulfonamides which had appeared on 
the market. The one which impressed us in 
our experience as being least toxic and least 
likely to block the kidney tubules and uret- 
ers in a low pH medium was Thiosulfil. 


Early Experiments 


In 1953 Mandelamine and Thiosulfil, each 
in the dosage of 0.5 Gm. were tried together 
on several patients who had resistant in- 
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fections but adequate renal function. The 
decision to try this combination in our ear!- 
iest cases was more or less a desperate move 
in that previous therapy with antibiotics 
and Furadantin had failed. To our amaze- 
ment, good results were obtained in a large 
percentage of cases and no untoward ef- 
fects were noted. Becoming bolder, we in- 
stituted this therapy in many cases of rather 
advanced renal insufficiency with favorable 
effect and no noticeable renal acidosis or 
toxicity from cumulation in the serum. Be- 
fore attempting any basic research on this 
agent or analyzing the clinical results, well 
over 500 cases were so treated, none of 
which evidenced any untoward effect. An 
occasional patient showed evidence of the 
milder toxic effects of sulfonamides, such 
as headache and skin rash, but no oliguria 
or anuria was ever noted. 

It was suspected that in urea-splitting in- 
fections the ammonium chloride in Man- 
delamine might react adversely in enhanc- 
ing the elimination of more ammonia and 
failure in lowering the pH of the urine. 
Furthermore, it later became known that 
the effectiveness of ammonium chloride is 
short-lived because of the renal adaptive 
mechanisms of the tubules to conserve 
sodium with increased excretion of am- 
monia. For these reasons, ammonium chlo- 
ride was later eliminated from the drug 
combination, although no untoward effect 
had been noted in its use previously. 


Current Study 
Laboratory trial 


Late in 1959, the Ayerst Laboratories 
made up a combination of mandelic acid, 
methenamine and Thiosulfil in tablet form 
for a trial use by us. Before running a 
further clinical series, we conducted a lab- 
oratory experiment! using Mandelamine and 
Thiosulfil separately and then in a combi- 
nation against resistant coliform organisms. 
The organisms were Pseudomonas, Proteus 
and Aerogenes, which on sensitivity studies 
showed complete resistance to penicillin, 
dihydrostreptomycin, tetracycline, chloram- 
phenicol, and Furadantin. The results were 
extremely good and showed a definite ad- 
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| d. Pyelonephritis & Aerobacter 4+ 3 mos. 5 1+ 0 Yes | 
abetes 
3. Pyel hritis & 
Coliform 4+ | 2 mos. 6 Yes 
3. Cystitis, Post TUR Paracolon 4+ I mo. 5 4+ 0 Yes 
4. Polycystic Disease Coliform 3+ I wo. 6 2+ 0 Yes 
5. Bilateral Hydronephro- 
sis & Pyelonephritis Aerobacter I+ I yr. 5.5 2+ o Yes 
6. Renal Stone & Pyelo- 
Staph. Aureus 3+ | I mo. 5.5 3+ 0 Yes 
7; Bilateral Staghorn ofeus & - 
8. Cystitis Alkaligenes 4+ 6 wks. 5.5 le Y) Yes 
9. Cystitis Coliform 4+ 2 wks. 6 0 0 Yes 
10. Cystourethritis ? 1+ I mo. ? ? oO Yes 
a. Bilat. Renal Calculi Proteus, E.Coli 4+ 4 mos. 5 2+ i; Y 
es 
12. BPH & Cystitis Strep.Fecalis 4+ 2 mos. 4.5 3+ - Yes 
| 13. Staghorn Stone Ress Para- 4+ 4 mos. 6 3 + 0 Yes 
b 14. Paralytic Bladder ? 4+ 4 mos. 5.5 Trace CY) Yes 
: 15. Paralytic Bladder Aerobacter 4+ 3 mos. 5.5 3 - 0 Yes 
16. Pyel 
& Asyebacter 2+ I mo. 5.5 Yes 
1 
itis, Uremia Colifors 24 2 mos. 5.5 2+ 0 Yes 
18. Recur. Renal Calculi Aerobacter 1+ 3 mos. 5.5 2- i) Yes 
19. Recur. Renal Calculi Proteus & Pseudo.| 3 + 4 mos. 6.5 t) 0 Yes 
20. Recur. Renal Calculi Proteus & = 
Coli 3+ | 6 mos. 6 0 Yes 
21. Bilat.Staghorn Ston 
es Eroteus, sero- 4+ 3 mos. 6 2+ Yes 
22. Recur. Prostatitis & 
Pyelonephritis Colifors 2+ | 6 mos. | 5.5 2+ Yes 
23. Chr. Pyelonephritis 
ep Coliform 3+ | 2 mos. 5.5 2+ 0 Yes 
24. Chr. Pyelonephritis E. Coli. 3+ 6 mos. 6 1+ ry Y 
es 
Chr. yrethrocystitis Paracolon 2+ 6 mos. 5.5 2+ 0 Yes 
Total Cases ..... 25 


Clinical series 


vantage in the effectiveness of the combin- 
ed drug, particularly against Proteus, over 
either one singly. 


Using AY-5803,* which was furnished by 
Ayerst Laboratories, a small series of se- 
lected patients with resistant organisms was 
subjected to this treatment (see figure 1). 
All complications such as stones, diverti- 
cula, and obstructions had previously been 
surgically relieved as far as possible. No 
case was included that had not been pre- 
viously treated without success with the 
various other agents. In most instances the 
dosage was two tablets four times a day, 
but in a few it was only one. The over-all 
results were gratifying, and in a few in- 


*The trade name given AY-5803 is Mesulfin. 


Fig. 1. Twenty-five cases of persistent urinary infection treated with AY-5803 (Mesulfin). 


stances appeared almost miraculous. 

Of the 25 patients 21 showed apparent 
cure. They were symptomatically relieved 
and the urine became normal on the basis 
of the microscopic disappearance of pyuria 
and bacteruria. Follow-up cultures have not 
been done in the majority of cases. None of 
these patients showed only bacteruria, and 
all evidenced a heavy pyuria before treat- 
ment was begun. 


Four patients failed to respond to the 
drug. In one a pure culture of Staphylococ- 
cus aureus was obtained after removal of a 
ureteral stone. This organism was immed- 
iately eradicated with Albamycin after fail- 
ure with Furadantin and chloramphenicol. 
Another resistant organism encountered 
was Streptococcus fecalis in a case of in- 
tractable prostatitis complicating benign 


4 


206 


hypertrophy. A third failure occurred in a 
patient with bilateral renal calculi in whom 
the stones were not completely removed. 
The fourth and final failure was in a pa- 
tient with bilateral advanced pyelonephritis 
complicated by prostatic hyperplasia. Even 
with a successful prostatectomy, renal dis- 
tortion was too marked for a possible cure 
in his case. 

Early in our experience we noted a fre- 
quently occurring turbidity of the urine 
which varied from a mild cloudiness to a 
“buttermilk” flocculency. This was disturb- 
ing to patients but was found to have no 
relationship to the therapeutic response of 
the infection. Apparently the lower the pH, 
the greater the turbidity. Qualitative analy- 
sis of this sediment showed ammonium, uric 
acid, oxalate, calcium, and phosphate ions. 
There were no sulfa crystals large enough 
to be morphologically evident under the 
microscope. Apparently the flocculency was 
due to amorphous deposits of the varying 
ions resulting from a lowered pH in the 
urine, and became more marked after the 
urine cooled. 


Discussion 


The purpose of this report is primarily 
to give an undetailed clinical evaluation of 
a new combination drug which in our hands 
has shown superior therapeutic efficacy 
against chronic resistant infections of the 
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urinary tract. It is evident from table 1 that 
therapeutic response is often slow and re- 
quires time and patience. It is also evident 
from our experience that therapeutic effec- 
tiveness if once proven is continuous and is 
not retarded by the development of resist- 
ance such as occurs with antibiotics. For 
this reason if the early response is favorable, 
therapy should be continued until the in- 
fection clears completely, a process which 
may require months or longer. 

It is our hope that this preliminary report 
will stimulate a widespread use of Mesulfin 
as a trial by the profession in chronic bacil- 
lary urinary tract infections, and that more 
detailed reports of its safety and therapeu- 
tic value will be forthcoming soon. 


Summary 


This paper is a report on 25 current cases 
of resistant urinary tract infections treated 
by a combination of Thiosulfil, mandelic 
acid, and methenamine. It is our opinion 
that such a combination is superior to other 
antimicrobial agents in that it is relatively 
free from toxicity, continuous in its action, 
and has the advantage of waging a twofold 
attack on bacteria—that is, in both the tis- 
sues and the urinary stream. 
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... What doctors ought to be is what I call progressive conservatives. 
There need be no conflict between the two. 


They should conserve the essentials that enabled them to provide 
the best care in the world for the 75 per cent, or whatever the figure is, 
but should not stop there. They should move on—progress. They should 
not abandon principles proved sound, but should find means to apply 
them in changing ways to changing situations, so as to reduce steadily 
the part of the glass that is empty.—Judd, W. H.: Physicians in a Chang- 


ing World, New England J. Med. 263: 896 (Nov. 3) 1960. 
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The Classification and Medical Management of 
Diseases of the Middle and Inner Ear 


WILLIAM R. Hupson, M.D. 
WINSTON-SALEM 


Obviously, in the short time allotted it 
will be impossible to discuss the medical 
management of all the diseases that affect 
the middle and inner ear. The purpose of 
this paper is to present a simplified classi- 
fication of these diseases and to discuss in 
some detail a few of the more important 
entities. 

As we all know, most of the recent ad- 
vances in otology have been surgical. Very 
few really new concepts regarding medical 
management have appeared since the 
advent of antibiotics. In fact, some of our 
present day therapeutics may be traced 
back to antiquity. Witness the following 
remedies for the ears taken from a Greek 
medical papyrus of the second or third 
century A. 

Medication for an ear that is watery. Salt, heat 

with good wine; you apply after cleansing it 

first; apply to it for four days. 
This is not far removed from the alcohol- 
boric acid solutions used today. 

The Coptic Medical Papyrus of the ninth 
or tenth century A. Db. has the following 
advice: 

Ear which suffers acutely. Opium, calf’s fat 

and milk: melt them together, warm them and 

apply to the ear. The pain will stop instantly. 

But do not administer this remedy to a man 

until you have received your fee. 


Apparently this remedy worked so well that 
payment was demanded in advance. 


The Middle Ear 


Diseases of the middle ear are classified 
as follows: 


1. Congenital malformations 
2. Injuries 
Tympanic membrane 


From the Department of Otolaryngology, Bowman 
Gray School of Medicine of Wake Forest College, Winsten- 
Salem, North Carolina. 
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Middle ear structures 
Aerotitis media 
. Serous otitis media 
Acute 
Chronic 
. Catarrhal otitis media 
Acute 
Chronic 
. Suppurative otitis media 
Acute 
Chronic 
Non-dangerous (Central) 
Dangerous (Marginal) 
. Specific infections 
Tuberculosis 
Syphilis 
. Tumors 
Benign 
Malignant 
. Otosclerosis 
. Diseases of the facial nerve 
Sensory 
Ramsay Hunt syndrome 
Geniculate neuralgia 
Motor 
Central 
Peripheral 
Injury 
Bell’s palsy 
Conditions primarily of a surgical nature 
will not be discussed here. Congenital 
malformations fall into this category. The 
only injury to be discussed is aerotitis 
media, which I have classified as an injury 
because it has to do with the traumatic 
effects of alteration of barometric pressure. 
“Otic barotrauma”’ is probably a better term, 
as it implies not only injury from flight but 
also from underwater locomotion. Treat- 
ment consists of the institution of measures 
to open the eustachian tube block and 
subsequent equalization of pressure. The 
patency of the eustachian tubes must be 
maintained to allow healing of the trauma- 
tized structures and removal of the serous 
and serosanguineous fluids from the middle 
ear. The most practical method of treatment 
is some form of constant-pressure politzera- 
tion delivered at a pressure of about 2 
pounds. This is done after shrinking the 
eustachian tube orifices with vasoconstric- 
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tors. Catheterization should be reserved 
until other methods have failed, as it may 
increase tubal obstruction. Paracentesis 
using a small needle with aspiration has 
been employed successfully by Canfield and 
Bateman”. Needless to say, nasopharyngeal 
conditions, whether infectious or allergic, 
must be treated with the object of correct- 
ing the immediate condition and preventing 
recurrences. 

In attempting to classify inflammatory 
diseases of the middle ear, the most perplex- 
ing problem encountered is the confusing 
terminology used to describe the various 
pathologic processes. Admittedly, this 
classification is oversimplified. The disease 
processes are not sharply demarcated and, 
with or without treatment, may change 
from one stage to another. For example, 
serous otitis may rapidly develop into acute 
suppurative otitis if infection is introduced. 
Likewise, a case of acute suppurative otitis 
with effusion may, after treatment with 
antibiotics, resemble chronic serous otitis. 
Frequently, an adequate history is the only 
indication of the sequence of events. 

Treatment of the catarrhal stage should 
be directed toward the nasopharyngeal 
disease and the re-establishment of tubal 
patency. Decongestants are useful in pro- 
moting tubal drainage, and systemic anti- 
biotics should be administered to prevent 
active suppuration from developing. 

An acute serous otitis may respond 
readily to treatment of the nasopharyngeal 
process, whether infectious or allergic. 
Nasaldecongestants, antihistaminics, 
pneumomassage, politzeration, and catheter- 
ization are all useful, and produce rapid 
control of most acute situations. Many of 
our problems, however, arise in the patient 
with chronic serous otitis and_ thick, 
tenacious fluid. This is usually a child with 
a history of one or more bouts of acute 
suppurative otitis treated with antibiotics. 
Clinically the patient is well, and the only 
complaints are of stuffy ears and hearing 
loss. If the condition is allowed to persist, 
chronic adhesive otitis will develop, with 
permanent impairment of hearing. 

Numerous methods of dealing with these 
problems have been advocated. Cortisone® 
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and parenzyme? have been injected into the 
middle ear. In resistant cases, Armstrong® 
suggests the use of a small polyethylene 
tube placed through the pars tensa. We 
have found that paracentesis with aspira- 
tion, using a double barrel needle, gives the 
best results. Occasionally the fluid is too 
thick to remove by this method and a 
myringotomy is necessary, along with 
active suction. In recurrent cases we have 
used Armstrong’s method with good results. 
In the older patient with chronic serous 
otitis, the possibility of a nasopharyngeal 
tumor must be considered. 

Chronic drainage 

Acute suppurative otitis media will not 
be discussed in detail, but I would like to 
mention the management of the chronically 
draining ear prior to surgical intervention. 
Active medical treatment to reduce the 
inflammatory reaction contributes greatly 
to the success of operation. Many patients 
do not appreciate the seriousness of their 
disease and are reluctant to submit to 
surgery. It is our responsibility to follow 
and treat these patients medically, always 
being alert to possible complications. 

The medical treatment of chronic sup- 
purative otitis media is primarily local. The 
most important single procedure is adequate 
cleansing of the ear either by suction, 
irrigation, or a combination of the two. 
Powders such as boric acid, Sulzberger’s or 
various antibiotic powders may be insuf- 
flated into the ear. We have been pleased 
with the effectiveness of topical antibiotics 
combined with small amounts of hydrocor- 
tisone, such as that found in Cortisporin. 
Correction of the nasopharyngeal disease 
with re-establishment of tubal patency is of 
the utmost importance. Especially is this 
true if surgery is contemplated. Radio- 
graphic studies using contrast media, as 
advocated by Compere, are useful®. We have 
found that injecting a solution into the 
middle ear and noting whether the patient 
tastes the solution is simpler and effective. 

Specific chronic infectious diseases of the 
middle ear such as tuberculosis and syphilis 
are rare, and will not be discussed. Tumors 
and otosclerosis are, of course, primarily 
surgical lesions. 
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Involvement of the facial nerve 


Ramsay Hunt, in 1910, described a 
syndrome consisting of herpes zoster 
involvement of the sensory portion of the 
facial nerve, the nervus intermedius’. The 
motor facial nerve may be involved by 
contiguous inflammation. Treatment is 
largely symptomatic. Diathermy or irradia- 
tion over the affected ganglion may be 
beneficial. Intravenous’ sodium iodide, 
vitamin By, or Protamide may help to 
relieve the symptoms. Broad spectrum 
antibiotics have been used, but are probably 
of little value. Geniculate neuralgia is 
probably a variation of the above condition. 


It is generally felt that Bell’s palsy 
results from interference with the blood 
supply of the facial nerve. Current forms of 
treatment are directed at the rapid relief 
of angiospasm, the prevention of secondary 
thrombosis, and the reduction of swelling. 
Vasodilator drugs, such as nicotinic acid, 
are useful. Histamine or procaine given 
intravenously has been advocated. Korkis* 
combines stellate ganglion blocks with 
corticosteroid therapy in order to produce 
rapid vasodilation and reduction of tissue 
edema. To be effective, the treatment must 
be instituted within 24 hours after the onset 
of symptoms. Physiotherapy utilizing heat, 
passive massage and electrical stimulation 
is useful. 


The problem of the optimum time for 
decompression is still unsettled. The most 
widely accepted practice at present is to 
treat medically for six to eight weeks and 
then, if there is no faradic response or other 
indication of improvement, to advise de- 
compression’®. 


The Inner Ear 


The following is a_ classification of 


diseases of the inner ear. 
1. Congential Deafness 
2. Non-inflammatory diseases 
Injuries 
Drugs 
Noise induced 
Vascular 


Anemia 
Vasospasm 


MIDDLE AND INNER EAR DISEASE—HUDSON 


Hemorrhage 
Presbycusis 
Meniere’s syndrome 
Meniere’s disease 
Pseudo-Meniere’s disease 
3. Inflammatory diseases 
Specific infections 
Labyrinthitis 
Circumscribed 


Serous 
Localized 


Diffuse 
Suppurative 
Manifest 

Latent 


4. Tumors 
5. Motion sickness 
6. Psychogenic deafness 


In discussing diseases of the inner ear, 
the major emphasis will be placed on drug 
toxicity and Meniere’s syndrome. 

Toxicity 

It is well know that a number of drugs 
exhibit a strikingly selective toxic effect 
upon the labyrinth and cochlea. These drugs 
include salicylates, quinine, and the family 
of basic Streptomyces antibiotics. Recently 
kanamycin was introduced. This drug 
belongs to the basic Streptomyces family, 
which also includes _ streptomycin, 
dihydrostreptomycin, neomycin, viomycin 
and, more recently, vancomycin. Reports 
in the literature demonstrate the ototoxicity 
of kanamycin’. Interestingly, virtually all 
patients developing ototoxicity had impair- 
ed renal function. Recently a 40 year old 
woman was referred to our clinic because 
of sudden onset of deafness. She received 
19 Gm. of kanamycin initially. Three 
weeks later tinnitus developed and two 
months later she was given an additional 15 
Gm. of kanamycin, with almost total loss of 
hearing resulting. Her blood urea nitrogen 
ranged between 50 and 123 mg. per 100 ml. 
during this period. 

Vitamin B, has been reported to have 
arrested and even improved hearing loss 
produced by ototoxic drugs'!. To be effec- 
tive, this must be given at the earliest 
indication of toxicity. Dosage suggested is 
100 mg. daily given intravenously for 10 
days. If improvement is noted, the drug is 
continued once or twice a week for six 
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months. This case was one of a small series, 
and further work must be done to verify 


the observations. 
Prebycusis 


Presbycusis results from _ irreversible 
changes within the aging inner ear. Though 
this condition cannot be controlled, the 
frequently associated symptoms of tinnitus 
and dizziness may be helped. Reassurance 
and mild sedation are useful. A pillow 
microphone connected to a bedside radio is 
often helpful in tinnitus if the patient is 
unable to sleep. Vasodilators, Dramamine 
or Bonamine may provide symptomatic 
relief from dizziness. 


Meniere’s disease 


True Meniere’s disease has no specific 
treatment. The large number of drugs 
employed is indicative of their uncertain 
curative value. Temporary relief of an 
acute episode may be effected with hyo- 
scine, belladonna, other anticholinergic 
drugs, and sedatives. Diuretics, especially 
acetazolamide (Diamox), combined with a 
low salt diet, have been widely used’. 
Nicotinic acid may be helpful in preventing 
attacks. Fowler ™ believes that “blood 
sludge” is an important causative agent, 
and has used anticoagulants, procaine, and 
nicotinic acid. He employs procaine 
hydrochloride, 0.1 of 1 per cent in 50 cc. of 
5 per cent glucose in water, given over a 
period of 10 minutes twice daily. He feels 
that this drug is superior to histamine. 

In our clinic we have had best results 
with intravenous histamine during the 
acute phase. We use 2.75 mg. of histamine 
phosphate, equivalent to 1 mg. of the base 
in 250 cc. of 5 per cent glucose in water, 
given rapidly twice daily. This is continued 
for five to seven days, after which frequency 
of injections is gradually diminished to once 
every one or two weeks. In addition, we 
frequently prescribe a low salt diet, diure- 
tics, and nicotinic acid. It has been found 
more effective to combine the several 
methods of treatment—vasodilators to relax 
the arteriolar spasm, low salt diet to 
decrease endolymphatic hypertension, 
sedatives to relieve tension and anxiety, and 


endocrine therapy when indicated—than to 
give one after the other. Approximately 75 
per cent of patients with Meniere’s disease 
can be relieved medically". 

Three types of labyrinthitis may develop 
as complications of middle ear suppuration 
—circumscribed, serous, and suppurative. 
The advent of the sulfonamides and anti- 
biotics has markedly reduced the necessity 
for surgical intervention, though an 
experienced otologist should closely follow 
these patients and operate if necessary. 
Sedatives and drugs that reduce labyrinth 
irritability, such as Dramamine and Bona- 
mine, are useful in serous or toxic labyrin- 
thitis. 

Conclusion 


This paper has merely touched on a few 
of the more important diseases of the middle 
ear and inner ear that respond to medical 
management. Our knowledge of physiologic 
and pathologic processes, especially of the 
inner ear, is limited. Only through the 
investigative efforts of many individuals 
will we be able to treat these diseases 
rationally in the future. 
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Surgical Management of Diseases of the Middle and Inner Ear 
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Through the ages deafness has been 
difficult to treat and harder to cure. Today, 
thanks to new clinical observations, better 
concepts of physiologic acoustics, new 
electro-acoustic techniques, along with 
highly complex surgical procedures, deaf- 
ness, once a serious and growing problem, 
is no longer considered hopeless. 

The human system of sound conduction 
has been known since the early Greek phy- 
sicians; however, little progress was made 
in the physiology of hearing until the 
advances of Vesalius, Ingrassia, and Fallo- 
pius in the sixteenth century. The physio- 
logy of hearing was later explored by many 
men, but only during the last quarter- 
century has this information been applied 
systematically to the surgical reconstruc- 
tion of the sound-conducting mechanism. 
It remained for such men as Sourdille’, 
Holmgren’, Lempert*, Rosen‘, Zéllner® and 
Wullstein®, among others, to apply these 
principles surgically. At present, conductive 
hearing loss is the only type amenable to 
surgical intervention. 


Otosclerosis 


Otosclerosis is a primary disease of the 
osseous labyrinthine capsule. It may be 
localized to a few areas but is usually more 
widely dispersed. Impairment of hearing 
results when the sound conduction mechan- 
ism is interfered with at either window. 
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Ankylosis of the stapes was first noticed by 
Valsalva in 1735; however, it remained for 
Politzer, in 1893, to describe the histologic 
findings. Up to this time it had been thought 
that stapes ankylosis was secondary to 
chronic middle-ear disease. Today otologists 
recognize otosclerosis as a condition that 
accounts for a great number of the cases of 
progressive conductive hearing loss_ in 
adults. 

The etiology of otosclerosis is not known; 
however, a strong hereditary characteristic 
has been noted. The tendency for the con- 
dition to be associated with other diseases 
affecting the temporal bone has been noted 
—in von Recklinghausen’s disease, osteo- 
genesis imperfecta, and Paget’s disease. 
Various constitutional factors affect the 
clinical course, The age of onset varies from 
puberty to late middle adult life, with the 
majority of cases occurring between the 
ages of 15 and 25. 

The histologic lesion consists of a localiz- 
ed focus which is usually circumscribed and 
clearly demarcated from the surrounding 
normal bone. The perivascular spaces about 
the vessels are enlarged, with bone resorp- 
tion and replacement by fibrous connective 
tissue. Occasionally, osteoclasts may be seen. 
Osteoclastic resorption occurs, leaving 
irregular spaces filled at first by fibrous 
tissue and later by new bone laid down by 
osteoblasts. The process of absorption and 
replacement goes on irregularly within the 
focus. This otosclerotic bone stains more 
deeply than the normal capsule around it, 
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being bluer in some cases and redder in 
others. Otosclerotic bone always lacks the 
islands of ossified cartilage that characterize 
the endochondral layer of the normal 
labyrinthine capsule. The predominant site 
of the otosclerotic focus is just in front of 
the oval window, the second most frequent 
site being the borders of the round window. 
In extensive otosclerosis, the entire promon- 
tory, foot plate, crura, the osseous semi- 
circular canals, and the stapedial tendon 
may be involved. 

The loss of hearing, which is conductive 
in nature, is explained by the stapes fix- 
ation. The increase in stiffness affects 
primarily the transmission of low tones. 
The mechanism of cochlear loss occurring 
in otosclerosis is not fully understood. It 
may be due in part to invasion of the 
perilymphatic space by otosclerotic bone, or 
to a toxic effect on the sensory epithelium. 

Impairment of hearing begins insidiously. 
One ear may be affected before the other, 
but both are eventually involved in most 
cases. Tinnitus occurs in varying degrees 
and varies in pitch. Paracussis willisiana 
(improved hearing in the presence of a 
noisy environment) occurs when both ears 
are involved. Occasionally, attacks of verti- 
go may occur. The diagnosis is made when 
other forms of conductive hearing loss are 
ruled out. On examination the ear drum 
appears normal, but Schwartze’s sign, a 
reddish hue on the promontory, may be 
present. The eustachian tubes have normal 
patency. Audiometrically, early cases are 
usually marked by a loss of low tone by air 
and normal bone conduction. In later stages, 
there may be a loss of high tone by air and 
bone conduction. The speech reception 
threshold is impaired, but the ability to 
distinguish phonetically balanced words at 
above threshold remains relatively good. 

Improvement in hearing may be obtained 
by a hearing aid or by one of two methods 
of surgical intervention: fenestration or 
stapes mobilization. The advisability of sur- 
gery depends upon the degree of hearing 
loss, the measure of residual hearing, and 
the general health of the patient. Patients 
with uncomplicated otosclerosis—that is, 
without cochlear involvement—are ideal 


candidates for either fenestration or stapes 
mobilization. They are also good candidates 
for a hearing aid. Many patients today select 
surgery without fully understanding the 
expected results, only because of the nuis- 
ance of wearing a hearing aid. The results 
in fenestration can be accurately predicted, 
as determined by Davis and Walsh’. The 
results in stapes mobilization are less pre- 
dictable. Stapes mobilization may be done 
in all cases of otosclerosis suitable for fen- 
estration, and even in some cases that are 
not, because of the greater closure of the air 
bone gap. 


Fenestration 


The earliest operations for otosclerosis 
were attempts to mobilize the stapes by Kes- 
sel in 1876 and Miot in 1890. Other unsuc- 
cessful attempts were made before Holm- 
gren, in 1916, began a long series of opera- 
tions on otosclerotic patients. Using newer 
techniques and more magnification he tried 
many different procedures and became con- 
vinced that it was possible to obtain long- 
term improvement. 

Sourdille, attracted by Holmgren’s work, 
reported in 1932 a multi-stage procedure for 
fenestrating the horizontal semicircular 
canal and covering it with a meatal flap. In 
1937 Sourdille! reported improved hearing 
in 80 per cent of 140 patients. Nevertheless, 
his multi-stage procedure, extending over 
many months, was never widely accepted. 
It remained for Lempert*, in 1938, to de- 
velop the one-stage fenestration operation 
by endaural approach and thereby over- 
come the prejudice against surgical inter- 
vention for otosclerosis. However, reclosure 
of the fistula by osteogenesis remained the 
chief problem. Although further studies of 
osteogenesis have decreased this difficulty, 
in approximately 10 per cent of the cases 
the fistula closes. Lempert’s approaches in 
temporal bone surgery made possible the 
present techniques in modern ear surgery. 

Briefly, the fenestration procedure is in- 
dicated in patients with stapes fixation, an 
intact tympanic membrane, and an adequate 
cochlear reserve as measured by the air- 
bone gap in the speech frequencies. This 
should average not less than 25 decibels. If 
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the loss by bone conduction is greater than 
30 db. at 2,000 cycles per second, there is 
usually a greater loss above and usually 
some loss at 1,000 cycles per second. The 
object of operation is to establish a sound 
pathway to the labyrinth, by-passing the 
fixed stapes, and sound protecting the 
round window by an air-containing middle 
ear to establish a phase differential between 
the windows. Whether sound waves enter 
the new fistula or the round window first 
is as yet unsettled. 

The technique consists of using Lem- 
pert’s endaural incisions to expose the 
mastoid cortex. The skin and periosteum 
are reflected from the bony canal posterior- 
ly and superiorly to the annulus, and the 
tympanic membrane is elevated from the 
annulus. The mastoid cells are exenterated 
and the posterior and superior canal walls 
are taken down to the level of the annulus. 
The three semicircular canals are exposed, 
as is the short process of the incus and the 
head of the malleus. The bony bridge is re- 
moved. The incus is separated from the 
malleus and removed, as is the head of the 
malleus. 

A pedicle flap is created from the skin 
and periosteum and thinned. The fenestrat- 
ed site is prepared by removing the perio- 
steal bone and the fenestra is opened by the 
cupola method to avoid fragmentation. The 
ideal fenestra is 1 x 3 mm., placed as an- 
teriorly as possible. All bleeding should be 
controlled before the fenestra is opened. 
The previously prepared flap is packed in 
place over the fenestra. The packing is re- 
moved after the seventh postoperative day. 

Variations of the technique are used, but 
the maintenance of aseptic techniques and 
adequate postoperative care are essential. 
Complications include depression of hearing 
within a few hours postoperatively, persist- 
ing from several days to weeks; complete 
or partial closure of the fenestra, postoper- 
ative labyrinthitis, suppurative labyrinthi- 
tis, secondary infection of the fenestrated 
cavity, and emotional disturbances. 

In ideal cases, fenestration results in 
improvement up to the 25 db. level in 
approximately 90 per cent of the cases. Two 
years postoperatively, approximately 75 per 
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cent of the ideal candidates have thresh- 
old hearing or better. 


Stapes mobilization 


As stated previously, the earliest attempt 
to improve hearing was directed at the 
stapes itself by Kessel in 1878. Shortly 
thereafter Miot reported on a series of 250 
mobilizations with improvement in 45 per 
cent of the cases. His technique was very 
similar to that used today. In 1899, Faraci 
reported 30 per cent improvement in hear- 
ing in 30 cases of stapes mobilization. It is 
inconceivable that after these early en- 
couraging reports so little was done with 
the procedure during the next half-century. 
In 1952, Rosen‘, in order to determine the 
degree of stapes fixation before fenestration, 
devised a method for palpating the stapes 
by using Lempert’s transmeatal approach 
for tympanosympathectomy. During one of 
these procedures the stapes was accidental- 
ly mobilized, with even greater hearing im- 
provement than the contemplated fenestra- 
tion would have achieved, and the improve- 
ment has lasted. Rosen’s earliest technique 
was to apply gentle pressure to the neck 
of the stapes. In the next several years 
numerous modifications of the technique 
were reported. In fact, one can hardly pick 
up an otolaryngologic journal without find- 
ing an article on stapes mobilization. 

Any case of conductive hearing loss re- 
sulting from otosclerosis and with bone 
conduction above 30 db. from 500-2000 
cycles per second is suitable for stapes 
mobilization. Stapes fixation due to chronic 
middle ear disease or congenital anomalies 
may or may not be suitable for this proce- 
dure. Exploration of the middle ear is 
justified, however, and if stapes mobiliza- 
tion is not practical, fenestration can be 
performed. In cases of otosclerosis where 
fenestration is not possible because of ad- 
vanced cochlear involvement, stapes mobili- 
zation may be justified, since adequate 
mobilization may eliminate the conductive 
hearing loss and improve hearing in the 
speéch frequencies. This is possible because 
the continuity of the sound-conduction 
mechanism is maintained, whereas in fen- 
estration it is by-passed. In cases of bilateral 
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otosclerosis, the deafer ear is operated on 
first. 

The procedure is performed under local 
anesthesia using strict aseptic technique. 
The entire procedure is done with the aid 
of the operating microscope or other means 
of magnification loupes, through an ear 
speculum. 

The four quadrants of the external audi- 
tory meatus are infiltrated with a 2 per cent 
solution of Xylocaine with epinephrine. In- 
cisions are made in the superior and infer- 
ior canal walls and elevated laterally to a 
point approximately 6 mm. from the tym- 
panic membrane, and the skin and perios- 
teum are elevated to the annulus. The flap 
and tympanic membrane are elevated from 
the sulcus and laid forward, exposing the 
middle ear. The chorda tympani nerve is 
mobilized and laid out of the way. In some 
cases it may have to be cut. The diagnosis 
is confirmed by inspecting the middle ear 
and palpating the stapes. A portion of the 
bony annulus and posterior canal wall may 
have to be removed with a curette or drill 
in order to visualize the footplate and crura 
and to increase working room. 

Transincudal mobilization may be _ at- 
tempted, but most operators now attack the 
foot plate with fine picks and chisels, at- 
tempting to cut through the otosclerotic 
focus. 

Since the otosclerotic focus is located 
anteriorly in 75 per cent of the cases mobi- 
lization may entail only a small amount of 
manipulation. Crural otosclerosis is less 
frequent, and crurotomy may have to be 
performed. Refixation is more likely to 
occur unless a portion of the crus is remov- 
ed. In diffuse footplate otosclerosis, a vein 
graft with prosthesis, as described by Shea’*, 
may have to be performed. 

If the round window is completely closed 
by otosclerosis, neither stapes mobilization 
nor fenestration is indicated, since the prog- 
nosis is not favorable. House’s method® of 
opening the round window and placing a 
mucous membrane graft over it has been 
unsuccessful so far. Since varied pathologic 
conditions occur in otosclerosis, the surgeon 
should be fully prepared to perform a num- 
ber of procedures, such as crurotomy, crural 
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repositioning, or oval window fenestration 
with vein graft and prosthesis, depending 
upon the findings at operation. 

After mobilization and testing of hearing 
gain, the tympanic membrane and canal 
flap are replaced and the flap is held in 
place with Gelfoam. Postoperatively, the 
patient may be placed on antibiotics and 
the pack removed at any time after seven 
days. An audiogram is made after removal 
of the pack. Repeat audiograms are made 
after one and three months, then yearly. 

The same complications that can follow 
fenestration may occur in stapes surgery; 
however, the morbidity is lower. 

If after four months there has been no 
gain in hearing or the initial gain has 
dropped to the preoperative level, the ear 
may be revised if the initial pathologic con- 
dition warrants it, and the surgeon is pre- 
pared to perform a crurotomy or stapedec- 
tomy with vein grafts. 

The final results of stapes surgery are 
equivocal because of the lack of adequate 
criteria for surgery and standard techni- 
ques. Some operators report only 25 per 
cent improvement and others as high as 
80 per cent. At present, the patient should 
be informed preoperatively that his chances 
for a successful mobilization are 50-50. 
Rosen‘, in 1957, reported on fenestration of 
the foot plate after unsuccessful mobiliza- 
tion of bicrural fractures, with lasting im- 
provement in hearing. Further study is 
needed before this procedure is adopted. 

There is still much to be learned regard- 
ing surgery for deafness, and it is hoped 
that in the next decade fresh ideas will help 
clarify the entire situation. 


Otitis Media—Serous and Purulent 


The surgical treatment of otitis media to- 
day is not a great deal different from its 
treatment 30 or 40 years ago. The ultimate 
aim is the removal of fluid, whether mucoid 
or serous, from the middle ear space and its 
extensions. Myringotomy with spot suction 
and/or Valsalva’s maneuver will free the 
middle ear space of this fluid. The fluid may 
recur, and if it does, repeated myringoto- 
mies and suction may be necessary. 

Many otolaryngologists are reluctant to 
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open an ear as a therapeutic measure for 
this condition. Politzer, in commenting on 
the procedure, stated that he “considered 
the operation, after an abundant experience, 
to be one of the most practically important 
and successful therapeutic expedients in 
diseases of the ear.” 

Since the fluid collects in the middle ear 
whenever the eustachian tube is obstructed, 
every endeavor must be made to find the 
cause. The most common cause is acute 
and chronic upper respiratory tract infec- 
tion. Other factors include hypertrophied 
and diseased adenoids, nasal allergy and 
vasomotor rhinitis, otitis media which has 
been made sterile as a result of early chem- 
otherapeutic treatment, aerotitis, enlarge- 
ment of the peritubal lymph nodes, malig- 
nant growths in the nasopharynx, dental 
malocclusions, endocrine dysfunction, car- 
diac insufficiency, cardiovascular renal dis- 
ease, the leukemias, severe anemias, struc- 
tural abnormalities of the ears, nose, and 
throat, pregnancy, and biochemical and au- 
tonomic nervous system dysfunction. 


The symptoms of serous otitis media are 
sudden onset of impaired hearing and a 
“stopped-up” feeling in the ear. Eagle has 
stated that the patient may hear or feel the 
fluid move in the ear on moving his head. 

The diagnosis is made by the history, 
fork tests, and appearance of the drum. The 
drum is usually retracted, but in rare cases 
may bulge. Hoople'’ has described an am- 
ber appearance of the drum as character- 
istic of serous otitis media, but states that 
this finding may be absent. A chalky white 
malleus handle may be seen in long-stand- 
ing cases. There is a conductive hearing 
loss, and the Weber test will lateralize to 
the affected ear. If from the history, the 
appearance of the drum, and the hearing 
loss a definite diagnosis cannot be made, a 
diagnostic myringotomy should be done. 

In cases which do not respond to repeat- 
ed myringotomies after the suspected cause 
of the eustachian tube obstruction has been 
removed, some have used an autogenous 
vaccine made from cultures of the nasoph- 
arynx; others have used ACTH. Armstrong 
places a 1.5 mm. polyethylene tube in a 
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myringtomoy opening and leaves it in place 
for one to five weeks. Brown has advocated 
self-politzerization as an effective home 
treatment. As a last resort, a simple mas- 
toidectomy has been done. 


Acute Otitis Media and Mastoiditis 


The keynote in the management of acute 
suppurative otitis media is early and ade- 
quate drainage. As soon as bulging of the 
ear drum is noted, a large myringotomy 
should be performed. A specimen of the pus 
liberated from the middle ear should be 
obtained for culture and sensitivity studies 
so that the correct antibiotic therapy may 
be instituted. When the suppuration results 
from a complication of sinusitis, the primary 
infection must obviously be treated first. 
Repeated myringotomies may be necessary 
if the previously performed myringotomy 
closes prior to complete drainage and resolu- 
tion. After myringotomy, the pus should be 
wiped or suctioned from the ear daily. 

Rarely is acute otitis media without some 
degree of mastoid involvement. A blockage 
in the aditus may give a normal-appearing 
tympanic membrane with an acute mastoid- 
itis. The etiology here would have to be 
assumed. In the vast majority of cases, the 
acute mastoiditis is secondary to acute 
otitis media with the eustachian tube as 
the avenue of infection. 

In the management of acute mastoiditis, 
again the keynote is adequate drainage 
through a large myringotomy opening, to- 
gether with appropriate biotic therapy. 

The following are indications for a simple 
mastoidectomy in acute mastoiditis: 

1. Persistence of pain, temperature, and 

discharge for three to four weeks in 

spite of adequate drainage and proper 
antibiotic therapy. 

. Continuance of otorrhea for four to six 
weeks in the absence of pain and 
fever. This sign usually indicates an 
“antibiotic mastoid’’ wherein the dis- 
ease continues to progress. 

3. Sagging or bulging of the posterosuper- 
ior canal wall. 

. Subperiosteal abscess. 

. Signs of meningeal irritation. 

. A positive blood culture. 
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In any case, the final decision to inter- 
vene surgically in acute mastoiditis can be 
made only after a thorough and careful 
analysis of the patient’s signs and symp- 
toms, clinical course, and the laboratory and 
x-ray findings. If the patient is improving 
with conservative Management, operation 
may be delayed. 


Chronic Mastoiditis and 
Suppurative Otitis Media 


The surgical management of chronic sup- 
purative otitis media and mastoiditis is the 
same. 

On examination of the drum, the perfor- 
ation may be central or marginal, single 
or multiple, and may vary from the size of 
a pinhole to total loss of the drum. The dis- 
charge is mucoid, purulent, or mucopuru- 
lent. (In tuberculous mastoditis, it is watery 
and odorless unless there is secondary in- 
fection. ) 

Roentgenograms usually reveal scleros- 
ing of the mastoid process. 

In the management of chronic otitis 
media and mastoiditis, every attempt should 
be made to “dry” the ear before operating 
on it. An exception would be in the presence 
of such complications as facial palsy, sup- 
purative labyrinthitis, lateral sinus throm- 
bosis, and epidural or subdural abscess, 
when immediate surgery is indicated. 

Overy effort should be made to clear any 
and all aggravating conditions before oper- 
ating on the ear. Such conditions would in- 
clude diseased or hypertrophied adenoids, 
nasal obstruction, or sinus disease. If gran- 
ulation tissue or polyps are present in the 
external auditory canal, an effort should be 
made to eradicate them. A biopsy should 
be made of the mass to rule out the possi- 
bility of a neoplastic process. A polyp (a 
non-tender, round, firm, pedunculated mass 
of granulation tissue covered with epith- 
elial cells) which does not blanch on appli- 
cation of astringents or hemostatics may be 
removed by a small ear snare, but traction 
or pulsion should never be applied since 
the polyp may be attached to an important 
intratympanic structure. 

After use of the snare, the base of the 
polyp should be cauterized with silver 
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nitrate, chromic acid, or trichloroacetic acid. 
Granulation tissue, which is an overgrowth 
of fibroconnective tissue, should be cau- 
terized with the above-mentioned caustics. 

When a cholesteatoma is present, removal 
with a curette or by irrigation may be tried 
if the tumor is confined to the middle ear. 
If it is in the antrum, a mastoidectomy must 
be performed to remove it along with the 
matrix. Whenever a cholesteatoma is treat- 
ed conservatively, the possible complica- 
tions must always be kept in mind—namely, 
erosion into the lateral semicircular canal, 
facial canal, lateral sinus, or cranial cavity. 

Although the likelihood of obtaining a 
cure is good when a mastoidectomy is per- 
formed for removal of a cholesteatoma, it 
is possible for the tumor to force its way 
into the haversian canals of the bones, thus 
forming focal centers from which it may 
extend again. 

In most instances it is not possible to tell 
beforehand exactly how radical a procedure 
will have to be done when a mastoidectomy 
is contemplated for removal of a cholestea- 
toma. The determination is made when the 
operation is being carried out. A tympan- 
oplasty may have to be performed at the 
time of surgery to preserve hearing and 
close the drum perforation, if the disease is 
eradicated. 


Tympanoplasty 


Tympanoplasty, a term first used by 
Wullstein in 1953 to designate surgical re- 
construction of the sound-conduction mech- 
anism, is the culmination of nearly a cen- 
tury of middle-ear surgical techniques for 
the improvement of hearing. The dominance 
of middle-ear surgery for the eradication 
of infection during ensuing years is evident 
from the voluminous material devoted to 
the subject and from the opposition of such 
men as Ballance, Kerrison, Siebenmann, 
and Politzer. Lempert’s one-stage fenestra- 
tion operation in 1938 and his subsequent 
techniques, coupled with the advent of 
chemotherapeutic agents, lessened the ur- 
gency for surgery for the eradication of in- 
fection. 

As Lempert’s disciples increased the num- 
ber of successful fenestrations, thought 
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turned to other types of middle-ear surgery 
for deafness. The revival of stapes mobiliza- 
tion by Rosen in 1953 was another mile- 
stone. Better understanding of the physio- 
logic principles involved in sound-pressure 
transformation as first postulated by Helm- 
holtz and expounded by others" quickened 
the advance of reconstructive surgery of 
the middle ear. In 1950 Moritz constructed 
a closed middle ear space in preparation 
for a later fenestration. Shortly thereafter 
Zollner® and Wullstein® began writing about 
reconstructing the sound pressure trans- 
former mechanism for the oval window 
and sound protecting the round window. At 
present every otolaryngologic journal con- 
tains at least one article on tympanoplasty. 

Helmholtz, in 1863, explained the sound 
pressure transformer mechanism of the mid- 
dle ear as the mechanical amplificator of 
sound waves by the tympanic membrane, 
the lever effect of the ossicular chain, and 
the increase in force due to the large size 
of the tympanic membrane acting upon the 
small stapes foot plate. These observations, 
though amazingly correct, were not appli- 
ed to surgical reconstruction of the middle 
ear for nearly a century. 

In the light of recent studies the lever 
effect of the ossicular chain is 1.3 to 1, and 
the effective ratio of tympanic membrane 
to stapes foot plate is 17 to 1. These values 
combined yield the sound pressure trans- 
former ratio of 22 to 1. This equals 26.8 db., 
which is theoretically the best possible hear- 
ing that can be achieved by fenestation 
which by-passes the sound pressure trans- 
former mechanism of the middle ear. 

The intact tympanic membrane protects 
the round window. A perforation of the 
membrane removes the sound protection, al- 
lowing the sound to reach both windows at 
the same time. As long as the perforation 
is small and central the over-all effect is 
slight. As the perforation becomes larger, 
the transformer ratio diminishes, and with 
no tympanic membrane, there is a 40-50 db. 
loss. The effect of the phase shift in the 
sound protection mechanism remains to be 
studied more completely. 

The object of tympanoplasty is to con- 
struct a closed air-containing middle ear 
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space for the round window and to restore 
sound pressure transformation for the oval 
window by various techniques dependent 
on the condition found at surgery. 

Tympanoplasty should be considered in 
all cases of chronic suppurative otitis media 
with sufficient cochlear reserve and ade- 
quate function of the eustachian tube after 
the disease has been eradicated entirely. 
It should be delayed in cases of chronic sup- 
purative otitis media with complication. 

The type of operation in any case depends 
on the findings. Wullstein has grouped the 
structural defects and appropriate corrective 
procedures into these five types: 

Type I. There is perforation of the tym- 
panic membrane, central in type with norm- 
al mucous membrane in the tympanum. The 
ossicular chain is intact. Wullstein inspects 
the attic and antrum through holes made 
into these areas, and, if normal, proceeds 
to close the perforation by the use of a 
split-thickness skin graft after de-epithelia- 
lization of the drum and canal wall. 

Type II. There are minor ossicular chain 
defects, but the chain is mobile, or can be 
made so. The tympanic membrane perfora- 
tion usually affects the pars flaccida. The 
skin graft is laid over the perforation and 
ossicles so that the continuity is restored. 

Type III. The continuity of the ossicular 
chain is destroyed, but the stapes is intact 
and mobile. The tympanic membrane or 
graft is applied on the head of the stapes 
to produce a columellar effect with an intact 
tympanic membrane. 

Type IV. The continuity of the ossicular 
chain is disrupted and the crura of the 
stapes are destroyed, but the foot plate is 
mobile. A small closed middle ear is con- 
structed to include the hypotympanum, 
round window niche, and eustachian orifice. 
The stapes foot plate is left exposed. 

Type V. The stapes is fixed, or the crura 
are absent and the foot plate is fixed. A 
fenestration of the horizontal semicircular 
canal is performed, and a closed middle ear 
cavity is constructed as in Type IV and cov- 
ered with a free skin graft. The fenestra- 
tion may be done later. 

For Types I and II, Lempert’s endaural 
incisions may be used for exposure. The 
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attic and antrum are inspected by means of 
drill holes. The ossicular chain is mobile or 
made mobile. The skin graft is taken and 
laid in place after de-epithelialization of its 
bed, so that there will be no buried epithe- 
lium. 

For Types III, IV, V, some prefer the 
Lempert incisions and others the postaural 
approach of Heerman or Wullstein for bet- 
ter visualization of the anterior portion of 
the tympanic membrane and sulcus. A semi- 
radical mastoidectomy is performed, with 
exenteration of all the cells and diseased 
tissue. Then a Type II, III, IV, or V pro- 
cedure is performed, with the free skin 
graft depending on the pathologic findings. 

Since there are as many techniques as 
there are, the techniques were only sketch- 
ily described. However, certain criteria are 
observed by all operators. An adequate pre- 
operative examination and diagnosis is 
made. The eustachian tube function must 
always be good. At operation all diseased 
tissues should be removed or corrected. No 
epithelium should be left in the bed of the 
graft. As much of the middle ear mucosa 
should be preserved as possible; once re- 
moved, it cannot be replaced. 

The most difficult part of the technique 
is placement of the graft to the margins of 
the de-epithelialized areas. Whether one 
uses a full or split-thickness graft is still 
open to question. 

Postoperative care is the same as for a 
mastoidectomy. Controlled inflation of the 
middle ear, however may begin as early as 
the third day. 

Tympanoplasty correctly done with sub- 
sequent hearing improvement is among the 
most difficult temporal bone procedures. 
Success or failure, even in the hands of the 
skilled surgeon, depends on many variables. 

Of the causes for failure, the inadequate 
eradication of diseased tissue with subse- 
quent necrosis of the skin graft is the most 
frequent. Other causes are: necrosis of the 
tympanic portion of the graft due to an 
inadequate blood supply; adherence of the 
graft to the medial tympanic wall due to 
excessive scarring; poor eustachian tube 
function; inadequate preparation of the 
graft bed, buried epithelium causing later 
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cholesteatoma formation; and the presence 
of small occult perforations which may 
cause later difficulty. 

In the hands of experienced operators, the 
results have been good. Zéllner and Wull- 
stein report only 28 per cent of 329 cases 
with no significant increase of hearing. 
Schuknecht"? reported 94 per cent improve- 
ment in Type I, 56 per cent improvement in 
Types II and III, and 72 per cent in Type 
IV. Proctor | reported 70 per cent improve- 
ment in Type II, 58 per cent in Type III, 
and 69 per cent in Type IV. 


Surgical Considerations of Meniere’s Disease 


The diagnostic criterion of Meniere’s 
disease has changed little from his descrip- 
tion in the early 1860's: deafness, tinnitus, 
and vertigo. 

Meniere’s disease is characterized by 
episodic, recurrent, violent vertigo with 
hearing loss, tinnitus, nausea, and vomiting. 
Hearing loss is perceptive, with low or high 
tone losses. Distortion, displacusis, and re- 
cruitment may be even more annoying than 
the vertiginous attacks. Caloric examina- 
tion usually shows hypofunction on the af- 
fected side. 

When the vertiginous attacks are incap- 
acitating, endorgan ablation should be con- 
sidered. Medical management will have 
been tried—and of course there are varied 
opinions as to what constitutes adequate 
medical management. Some of the methods 
used are phychiatric therapy, stellate gang- 
lion block, both allergic and histaminic de- 
sensitization, antinauseant drugs, nicotinic 
acid, and other vasodilators. Dietary regimes 
include sodium restriction. 

The difficulty of evaluating these and 
other modes of medical management is that 
many ‘Meniere-like’’ manifestations’ or 
“nseudo-Meniere’s disease” have been in- 
cluded with the true disease in medical stud- 
ies. Also, the remissions and exacerbations 
of Meniere’s disease make any but long-term 
studies valueless. It is our feeling that, for 
the most part, ablation therapy is the only 
lasting treatment for the true case. Also, 
despite the frequent complaints of dizziness, 
Meniere’s disease is a relatively rare entity. 
In addition, the auditory function in the 
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opposite ear should be reasonably good 
without evidence of progressive disease. 

The first presentation in English of sur- 
gical procedures for intractable Meniere's 
disease appeared in 1904. Parry" described 
intracranial division of the eighth cranial 
nerve, and Milligan’ described destructive 
labyrinthotomy. In the years that followed, 
modes of attack of this problem varied in 
favor of intracranial division of the eighth 
nerve versus labyrinthine surgery. Pea- 
cock, Mollison, and Wright injected 95 per 
cent alcohol into the labyrinth; however, 
this method entailed considerable risk of fa- 
cial paralysis. In 1927 Portmann" designat- 
ed Meniere’s disease as “aural glaucoma.” 
Treatment consisted of aspirating a few 
drops of fluid from the endolymphatic sac. 
However, many regard this technique as 
difficult and facial nerve injury as well as 
recurrence of symptoms easily possible. In 
the early 1930’s, dorsal sympathectomy was 
advocated but later discarded. 

Intracranial section of the eighth nerve, 
introduced in 1904, was popularized by the 
writings of Dandy", starting in 1928. 
Walsh, however, (1956) pointed out that 
the residual hearing after this procedure is 
usually useless. Operative damage to the 
cerebellum and adjacent cranial nerves can 
easily occur. 

Another attempt at membranous laby- 
rinth destruction with preservation of hear- 
ings was made by Day'® in 1943. He de- 
scribed a technique of labyrinthotomy, fol- 
lowed by destruction of the membranous 
labyrinth by electrocautery. Day himself, 
however, reported that hearing retained 
after operation is not useful. The incidence 
of facial paralysis with this technique was 
significant. Also, re-operation was occasion- 
ally necessary. 

In 1954, Arslan!’ applied ultransonics to 
the labyrinth for Meniere’s disease. He stat- 
ed that with this procedure, the direction 
of the ultrasonic beam must be carefully 
determined to avoid damage to the facial 
nerve. The degree of nystagmus must be 
closely observed during therapy and treat- 
ment terminated when paralysis or nystag- 
mus to the opposite side occurs. Proponents 
of this method state that the advantage is 
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selective destruction of the peripheral sys- 
tem of equilibrium without loss of hearing. 
Several treatments may be required. Again 
the question arises whether the residual 
hearing, which is often distorted, is worth 
saving, and facial nerve injuries can occur 
if the waves are not precisely directed. 

Cawthorne”, in 1943, described his tech- 
nique of labyrinthotomy as effective in all 
but 4 of 52 cases. His present technique in- 
volves performing an attico-antrotomy with 
enough bone removed to insure a good view 
of the external semicircular canal. With a 
small dental finishing burr, preferably with 
magnification, a fistula is made through the 
bony horizontal semicircular canal. The 
membranous canal is then seized with fine 
forceps. Other methods of extracting the 
membranous canal include mechanical dis- 
ruption of the labyrinth with barbed instru- 
ments (Lindsay and Siedentop*'). Some use 
small right-angled “microscopic”? hook to 
extract the membranous labyrinth. The 
mastoid wound is closed without a drain 
and a mastoid-type dressing is applied. 

Schuknecht” describes a transtympanic 
labyrinthotomy. A stapes type canal flap 
is raised and the tympanic membrane 
elevated. The stapedius tendon is cut and 
the stapes removed. A small instrument 
with a curved tip is introduced through the 
round and oval windows and manipulated 
so as to disrupt the membranous labyrinth. 
A small suction tip is then used to aspirate 
the contents of the vestibule. The oval 
window is then occluded with Gelfoam to 
stimulate connective tissue proliferation, 
and the drum and canal wall are replaced 
and held in place by packing. The average 
hospital stay following this procedure is 
seven days. 

Labyrinthitis is an occasional, but serious, 
sequel to otitis media. With the labyrinth 
exposed to infection, there is the possibility 
of suppurative or purulent labyrinthitis 
with total destruction of the labyrinth con- 
tents, or meningeal or intracranial involve- 
ment. 

The different modes of labyrinthine infec- 
tion include spread via the niches of the 
round and oval windows. This may be due 
to chronic infection, operative intervention, 
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or both. Infection is less frequent with 
direct erosion of the semicircular canals. 
Rarer still are cases of labyrinthitis result- 
ing from myringotomy with dislocation of 
the stapes, skull fractures, and hemato- 
genous spread. 

From otitis media, there may occur 
serous labyrinthitis without permanent loss 
of endorgan function, or purulent labyrin- 
thitis with total destruction of labyrinthine 
function. There may be a fistula of the 
labyrinth with or without labyrinthitis. In 
addition to the intracranial and meningeal 
complications of labyrinthitis, a dead 
labyrinth may result after the infection has 
ceased, and, on rare occasions, the bony 
labyrinth may sequestrate. 

xcept for occasional tumor, tuberculosis, 
or gumma, the history and physical findings 
may include a positive fistula test, vertigo, 
and labyrinthine nystagmus. Roentgeno- 
grams can suggest cholesteatoma. In most 
cases, findings will suggest cholesteatoma. 
Also, as mentioned, more serious intracrani- 
al signs may have occurred. Suspicion of a 
labyrinthine fistula is a definite indication 
for mastoid surgery. 

Serous labyrinthitis quite often precedes 
the purulent form. The former may be 
difficult to distinguish from viral labyrin- 
thine involvement; however, if it does not 
advance to the purulent form, labyrinthine 
contents are not usually severely damaged. 
Frequently related to otitis media and 
cholesteatoma, symptoms of vestibular 
serous labyrinthitis may include spon- 
taneous nystagmus to the opposite side, 
variable perceptive loss, and a depression of 
labyrinthine function. Also, there are 
subjective vertiginous sensations as with 
Meniere’s disease. Purulent labyrinthitis 
leads to complete loss of labyrinth function 
(D. H. absent caloric reaction, loss of caloric 
response). The latter symptoms are 
ominous, and the patient should be closely 
observed for intracranial extension. If this 
extension occurs, surgical drainage of the 
labyrinth should accompany the mastoidec- 
tomy. 

Surgery of the labyrinth for purulent 
labyrinthitis is described by Richards** in 
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1907. He described his technique of 
“uncapping” the semicircular canals with 
the gouge to inspect their interiors along 
with the vestibule. Present techniques 
involve a radical mastoidectomy, following 
which an opening is made in the horizontal 
semicircular canals as in a _ Lempert 
fenestration procedure. The endolymphatic 
labyrinth is then extracted. The stapes is 
removed and the oval and round windows 
are connected using a small drill. Fistula of 
the horizontal semicircular canal presents 
somewhat of another problem, particularly 
if there is evidence that the labyrinth is 
still functioning. A mastoidectomy can be 
performed with the inspection of the 
ossicular chain. The fistula area may or may 
not be seen and a skin flap laid over the 
horizontal canal. 

In the past few years Rambo** has evolv- 
ed a technique which utilizes a portion of 
the temporalis muscle in mastoidectomy. 
This is rotated as a pedicle flap over the 
area of the endaural opening. With its 
abundant blood supply, this flap allows 
safer covering of any chronically infected 
ear, including those with labyrinthine 
fistulas. Also, postoperative healing and 
cessation of otorrhea is reported to be much 
more rapid. 

The primary consideration in operations 
for chronic otitis media with fistula is the 
patient’s health and avoidance of serious 
sequelae. However, it has been noted 
(Permin**) that hearing always deteriorates 
perceptively in chronic disease of the middle 
ear when a labyrinthine lesion supervenes. 
In the author’s series of 50 cases of labyrin- 
thine fistula, only half of the patients had 
any residual hearing at follow-up After 
operation for fistular labyrinthitis, the 
fistular reaction persisted in only one’third 
of the patients. 


Summary 


The surgical management of middle and 
inner ear disease is discussed, with emphasis 
on deafness and descriptions of the stapes 
mobilization, fenestration, and tympano- 
plasty procedures. Also discussed was the 
surgical management of acute and chronic 
otitis media, serous otitis media, acute and 
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For a a plant turns leaf and bloom away 
from the dark and toward the sunlight, 
so will a wise man grow in the direction 
of enlightenment. 


We live in a changing world —changing, 
perhaps, more rapidly now than at any 
other time in its history. Blue Shield _- 
must keep pace with changing concepts 
in health care if it is to continue to per- 
form its satentom effectively. In this con- 
nection, a well-known doctor recently 
d: “If a doctor does not like what Blue 
Shield is doing, it behooves him to join 
up and make an effort to change the ~ 
policy that governs the Plan in his com- 
munity. Those who constantly complain 
- and make no effort to improve... 


deserve no consideration whatsoever.” 


BLUE SHIELD. 
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in allergic respiratory disorders 


Aristocort 


Triamcinolone LEDERLE 


UNSURPASSED “‘GENERAL-PURPOSE” STEROID 
OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 


ARISTOCORT Triamcinolone has long since proved its unsurpassed efficacy and 
relative safety in treating allergic respiratory disorders, including bronchial 


asthma. Clinical evidence has now shown that ARISTOCORT is also highly valuable 
for ‘“‘special-problem” patients — asthmatic and others — who, because of certain 
complications, were hitherto considered poor candidates for corticosteroids. 

for example: 
PATIENTS WITH IMPENDING CARDIAC DECOMPENSATION 


In contrast to most of its congeners, ARISTOCORT is not contraindicated when 
edema is present or when cardiac decompensation impends.! 


PATIENTS WITH EMOTIONAL AND NERVOUS DISORDERS 
Triamcinolone did not produce psychic disturbances or insomnia.? 


PATIENTS WHOSE APPETITES SHOULD NOT BE STIMULATED 
Among patients treated with ARISTOCORT, there was less appetite stimulation, 


especially in those who had previously gained weight on long-term therapy 
with other steroids.* 


PATIENTS WITH HYPERTENSION 
There was no blood pressure increase in any patient treated for bronchial 
asthma, and in some, blood pressure fell. Of these, three had been hypertensive.‘ 
References: 


1. McGavack, T. H.; Kao, K. Y. T.; Leake, D. A.; Bauer, H. G., and Berger, H. E.: 
Am. J. M. Sc. 236:720 (Dec.) 1958. 


2. MeGavack, T. H.: Nebraska M. J. 44:377 (Aug.) 1959. 


3. Friedlaender, S., and Friedlaender, A. S.: Antibiotic Med. & Clin. Ther. 5:315 
(May) 1958. 


4. Sherwood, H., and Cooke, R. A.: J. Allergy 28:97 (March) 1957. 


Precautions: Collateral hormonal effects generally associated with corticosteroids 
may be induced. These include Cushingoid manifestations and muscle weakness. 
However, sodium and potassium retention, edema, weight gain, psychic aberration 
and hypertension are exceedingly rare. In the treatment of allergic respiratory dis- 
orders, dosage should be individualized and kept at the lowest level needed to control 
symptoms. Dosage should not exceed 36 mg. daily without potassium supplementa- 
tion. Drug should not be withdrawn abruptly. Contraindicated in herpes simplex 
and chicken pox. 


Supplied: Scored tablets—1 mg. (yellow); 2 mg. (pink); 4 mg. (white) ; 16 mg. (white). 
Also available—syrup, parenteral and various topical forms. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Concerning Your Health and Your Income 


THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 
SPECIAL GROUP ACCIDENT AND HEALTH PLAN 
IN EFFECT SINCE 1940 


This is our 21st year of service to the Society. It is our aim to continue to lead the field in provid- 
ing Society members with disability protection and claim services as modern as tomorrow. 


SPECIAL FEATURES ARE: 


1. Up to a possible 7 years for each sickness (no confinement required). 
2. Pays up to Lifetime for accident. 
3. New Maximum limit of $650.00 per month income while disabled. 


All new applicants, and those now insured, who are under 55, and in good health, are eligible to 
apply for the new and extensive protection against sickness and accident. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 


* Dismemberment COST UNTIL AGE 35 COST FOR AGES 35 TO 70 

Accidental Death Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
Coverage or Hearing Sickness Benefits Premium Premium Premium Premium 
5,000 5,000 to 10,000 50.00 Weekly $ 78.00 $ 39.50 $104.00 $ 52.50 
5,000 7,500 to 15,000 75.00 Weekly 114.00 57.50 152.00 76.50 
5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 
5,000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 
5,000 15,000 to 30,000 150.00 Weekly 222.00 111.50 296.00 148.50 


*Amount payable depends upon the nature of the loss as set forth in the policy. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for $20.00 
daily hospital benefit—Premium $20.00 semi-annually or $40.00 annually. 


Write, or call us collect (Durham 682-5497) for assistance 
or information 


ALL CLAIMS ARE PAID IMMEDIATELY FROM OUR OFFICE. 


Administered by 
J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


J. Slade Crumpton, Field Representative 
UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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MIDDLE AND 


chronic mastoiditis, Meniere’s disease, and 
labyrinthitis. 

The need for meticulous eradication of 
the disease process cannot be over em- 
phasized. 

In no sense have we tried to state that 
any of these procedures are either simple, 
easy, or done without previous experience 
supervision in temporal bone surgery. 
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All of us would hope that, in the vears ahead, the teaching centers 


would continue to play an important role in the development of the 
nation’s medical research program. However, great attention must be 
given to seeing to it that with the enlargement of the research program 
the fundamental mission of our teaching centers is not lost. Certainly 
the undergraduate program of medical education represents the keystone 
of our future health in this country as far as medical manpower is con- 
cerned.—Hinsey, J. C.: Ingredients in Medicine Research—The Story of 


a Method, The Pharos 24: 22 (Jan.) 1961. 
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Pyloric Stenosis in an Infant, Due to Aberrant Pancreas 
and Hypertrophic Pyloric Musculature 
W. Ravpu Deaton, Jr. M.D. 


JoHn K. Witson, M.D. 
GREENSBORO 


Aberrant pancreas, pancreatic rest, 
heterotopic pancreas, and ectopic pancreas 
are synonyms applied to pancreatic tissue 
that is not in anatomic continuity with the 
pancreas itself. Such rests are usually found 
in connection with the gastrointestinal tract, 
most commonly the stomach, but may be 
separated from it completely. Pyloric ob- 
struction due to pancreatic rest has been 
reported in both children and adults, but 
we have found no report of pancreatic tissue 
being incorporated in hypertrophic pyloric 
muscle, with the typical hypertrophic py- 
loric stenosis syndrome. Pollock and others', 
in a review of 1,422 cases of hypertrophic 
pyloric stenosis, saw only one case wherein 
pancreatic tissue extended from the duo- 
denum into the pyloric musculature, but the 
child did not have hypertrophy of the py- 
loric muscle. 

Case Report 


A 7 weeks old male infant entered the 
hospital with the complaint, as given by 
the mother, of vomiting. He had been a 
full-term infant, the first born of each 
parent (the mother was 21, the father 24). 
He was started on a formula of evaporat- 
ed milk, but when 2 weeks of age was 
changed to SMA because of spitting. On 
this formula he improved, but still spat 
up a mouthful of formula occasionally. 
Cereal and baby food were started at the 
age of 5 weeks, with a noticeable decrease 
in the amount of spitting. Six days be- 
fore admission he began spitting again. 
At first he spat only a few cubic centi- 
meters of milk each time, but by the third 
day prior to admission he was vomiting 
all his formula. Dramamine was prescrib- 
ed, and gave temporary relief. The day 


From the Departments of Surgery and Pediatrics, Moses 
H. Cone Memorial Hospital, Greensboro, North Carolina. 
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before admission Banthine was given, 
with no effect. That day the vomiting 
became projectile. At this time the pedia- 
trician was able to palpate a small tumor 
mass in the right upper quadrant of the 
abdomen; it had been felt for before, but 
not found. The baby was immediately re- 
ferred to the hospital. 

Complete examination showed a well 
developed, well nourished 7 week old 
male infant in good condition, with no 
apparent dehydration. The only abnor- 
mality found was a 2 cm. mass in the 
right upper quardrant of the abdomen. 
This mass was so easily discernible that 
even the parents could feel it. On the day 
following admission laporatory was per- 
formed under general anesthesia. The 
pylorus was easily delivered into the 
wound. There was the expected firm car- 
tilaginous ring around the pylorus, and 
in addition, on the lesser curvature mar- 
gin was a mass measuring 2 cm. in dia- 
meter. It was decided to dissect off the 
Mass and then open the hypertrophied 
muscle in the bed of the removed mass. 
The mass was easily separated from the 
remainder of the pylorus in much the 
same manner as the usual hypertrophic 
pyloric muscle splits. The remaining 
hypertrophic muscle was split down to 
the mucosa from the stomach to the duo- 
denum, so that the area gaped open. There 
was no apparent perforation of the bowel. 
Bleeding was controlled by clamping and 
subsequent ligation with 0000 silk. The 
wound was closed in the usual fashion. 
Glucose in water was started by mouth, 
and retained, late in the afternoon of the 
operative day. A weak formula was start- 
ed the next day and was rapidly increased 
to its former strength. The infant was dis- 
charged on the fourth postoperative day. 
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Fig. 1. Photograph of gross specimen. See text 
for description. 


Pathologic report (Dr. James Harrop): 
Gross: A firm gray oval nodule measuring 
1.5 x 1 x 1 cm. was received for examina- 
tion (fig. 1). On section it was found to be 
a tough fibrous capsule around a smooth- 
walled cavity, which measured approxi- 
mately 5x 5x 5 mm., and contained clear 
mucoidal fluid. 

Microscopic: The capsule consisted of 
bundles of interlacing smooth-muscle fib- 
ers, intermeshed with many small col- 
lections of cells (fig. 2). These cells were 
mainly cuboidal, with an oval nucleus and 
slightly basophilic cytoplasm. The cyto- 
plasm of the other cells was definitely 
eosinophilic. The cuboidal cells were ar- 
ranged in acini resembling the acini of 
the pancreas. The more basophilic cells 
were arranged in round structures re- 
sembling pancreatic or bile ducts. 

Diagnosis: Ectopic pancreas, clinically 
of pylorus. 

Comment 
Waugh and Harding? have reported 5 
cases of pyloric obstruction due to hetero- 
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Fig. 2. High power photomicrograph. The fib- 
rous capsule consisting of interlacing smooth 


muscle fibers is to the lower right, the pancreatic 
glandular tissue to the upper left. 


topic pancreatic tissue, and in their report 
included an exhaustive review of the litera- 
ture. Complications of heterotopic pan- 
creatic tissue have included the diseases of 
the normally placed gland, together with 
obstruction, hemorrhage, intussusception, 
and malignant degeneration. Functioning 
adenomas may occur, causing hyperinsul- 
Inism. 

In the case being reported the ectopic 
pancreas was thought to be an interesting 
but incidental finding. The pyloric obstruc- 
tion was undoubtably due to the hypertro- 
phic muscle, although the ectopic pancreas 
was so placed that it could easily have 
caused obstruction. Both factors were cor- 
rected at operation. 
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Chlordiazepoxide in the Treatment of Anxiety Reactions 
RicHarp C. Proctor, M.D. 
WINSTON-SALEM 


A series of 36 office patients, 29 with diag- 
noses of anxiety, were given chlordiaze- 
poxide (Librium*) in divded doses of 75 or 
100 mg. every 24 hours. Good to excellent 
results were obtained in 25, fair to poor in 
3, and no response in 8 cases. 

The drug was found to be an extremely 
advantageous agent for the treatment of 
anxiety »reactions and for the alleviation of 
anorexia and insomnia. Except for decreas- 
ed libido in 8 females, perhaps related to 
the~high dosage, side effects were minimal 
or absent. 

The preliminary trials of Librium involv- 
ed thousands of patients in private practice, 
clinics and hospitals, including more than 
half the medical schools of the country. The 
fact that this compound demonstrated pro- 
perties of an entirely new type justified the 
unusual pains taken in its clinical apprais- 
al'. While the published reports indicate 
that the drug may play an unexpectedly 
versatile role in various branches of med- 
icine, its function in psychiatry is para- 
mount. 

The specific action of Librium in reliev- 
ing the symptoms of anxiety and tension has 
been well documented*. These symptoms, 
especially the anxiety reaction, are basic to 
such neurotic manifestations as_ overt 
nervousness and _ jitteriness, withdrawal, 
self-distrust, phobic reactions, and depres- 
sion. The somatic components of the anxiety 
state also fall into a familiar pattern that 
includes headache, gastrointestinal upsets, 
chest pains, numbness, and other vague 
complaints. We have observed that two 
symptoms are preponderant in the psycho- 
neurotic patient: anorexia and insomnia. 
They usually occur together and, if uncon- 
trolled, are important factors in the deterio- 
ration of the emotionally disturbed patient, 
contributing to a vicious circle of increas- 
ing anxiety and physical depletion. 


From the Department of Psychiatry, Bowman Gray 
School of Medicine of Wake Forest College, Winston- 
Salem, North Carolina. 

*Trademark of Hoffmann-LaRoche, Inc., Nutley, New 

Jersey. 
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In conducting a study of the over-all 
effect of Librium on a small series of psy- 
choneurotic office patients, it was therefore 
proposed to note the influence of this drug 
on appetite and sleep patterns. 


Material and Method 


The 36 patients chosen for study included 
20 women and 16 men, all in the active 
years of life ranging from 20 to 59. The age 
distribution was as follows: 

Years No. 


20-30 7 
30-40 16 


40-50 8 

50-60 5 

Chronic or acute anxiety reaction was the 
predominant diagnosis, occurring in 29 of 
the group. There were 3 cases of depression 
and one each of manic-depression, obses- 
sive-compulsion, schizophrenia, and phobic 
reaction. These disturbances had _ persisted 
from 4 months to 12 years; in the majority 
of cases the patients had been ill for one to 
two years. Some of the more seriously af- 
fected had been hospitalized for electro- 
shock therapy, and most of the group had 
received various psychotropic drugs which 
had failed to relieve their symptoms. 
Complete blood counts and_ urinalyses 
were done at the initiation of therapy and at 
regular intervals during the study. 
The usual daily dosage of Librium was 
100 mg. in divided doses of 25 mg., the last 
taken at bedtime. Some patients received 
the 25 mg. only three times a day. When in- 
dicated, the patients who had been taking 
the drug for some weeks were gradually 
shifted to a maintenance dose of 25 mg. 
twice daily. 
The maximum duration of therapy is 
four months at the time of the present re- 
port. However, most of the patients are 
being continued on Librium. 


Results 


Of the 36 patients in the series, 25, or ap- 
proximately 70 per cent, showed good to 
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Table 1 
Results in 36 Patients on Librium Therapy 
Diagnosis No. Good to Fair to No 
Cases Excellent Poor resp. 
Anxiety reaction 29 22 1 6 
Depressive reaction 3 1 2 
Manic-depressive 1 1 
Obsessive-compulsive 1 
Schizophrenic reaction 1 
Phobic reaction 1 1 
Total 36 25* 3 8 


*Good to excellent results in 69.4 per cent. 


excellent results of treatment (table 1). In 
3 patients the effects of the drug were only 
slight, and in 8 there was no response. The 
marked improvement in those individuals 
who were benefited by Librium is suggest- 
ed in the typical case studies presented be- 
low: 


Case 5 


The patient was a 39 year old man who mani- 
fested a severe phobic reaction with associated 
anxiety, palpitation, fear of being alone, and 
agitation of one year’s duration. Librium therapy 
(25 mg. before meals and at bedtime) was be- 
gun. After one week the patient showed marked 
improvement and has continued to do well. He 
is eating and sleeping better, is less tense and 
agitated, and is able to be alone and carry on his 
work. There have been no side effects. 


Case 7 


This patient, a 40 year old woman, had been 
suffering from an anxiety reaction, with de- 
pression, nervousness, tenseness, and complaints 
of generalized numbness, for the past three years. 
She had had osteomyelitis of the pelvic bone for 
the past 16 years. She was started on 25 mg. of 
Librium three times a day, and began to improve 
after about 10 days. During the four months that 
this treatment has been continued, the symp- 
toms have diminished steadily. She is less tense 
and anxious, and no longer depressed. Anorexia 
and insomnia have ceased to be problems. No 
side effects have been noted. 


Case 20 


A 46 year old woman was found to have a 
manic-depressive reaction with restlessness, 
overactivity in both mental and motor areas, 
overtalkativeness, and so forth. She had a his- 
tory of manic-depressive episodes for the past 
10 to 12 years, on three occasions requiring hos- 
pitalization and electroshock treatments. Nearly 
all the tranquilizing drugs had been tried in this 
patient, and the referring physician noted that 
she became more excited on every one. Barbitu- 
rates and other sedatives also had an exciting 
effect. Twenty-five milligrams of Librium before 
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meals and at bedtime was prescribed, and within 
18 hours she had calmed down and was much 
more manageable and less hyperactive. She was 
able to participate in group activities. Medication 
is being continued, and at present it seems pos- 
sible to avoid the use of electroshock therapy. 
The patient has shown no adverse side effects. 


Case 22 


This 24 year old man was diagnosed as having 
an acute anxiety reaction with severe nervous- 
ness, anxiety, tension, agitation, and insomnia 
of six weeks’ duration. Within four days of the 
institution of Librium therapy (25 mg. before 
meals and at betdtime) symptomatic improve- 
ment was noted and has been maintained. The 
patient has been able to return to work, and is 
sleeping and eating better. Side effects: none. 


Case 31 


A 52 year old woman had a severe anxiety 
reaction with associated nervousness, tenseness, 
and pain in the neck and back of four years’ 
duration. She had been hospitalized a number 
of times without real benefit. The blood count 
and urinalysis were normal. Since beginning to 
take Librium (25 mg. three times a day), the 
patient is steadily improving. After two months 
of therapy she is able to do her housework and 
carry on normal activities. Treatment is continu- 
ing. 

Case 36 

The diagnosis in this 27 year old male was 
anxiety reaction with obsessive-compulsive fea- 
tures. For the previous eight months he had 
suffered from headaches and tension. After re- 
ceiving 25 mg. of Librium three times a day for 
one week, he showed great improvement and 
continued to improve when the dosage was re- 
duced after three weeks to 25 mg. twice daily. 
No side effects were noted. 


Comment 


It should be emphasized that these pa- 
tients, because of the severity of their con- 
dition, were given 25 mg. capsules instead 
of the 10 mg. doses prescribed by some psy- 
chiarists for ambulatory patients. Despite 
the larger daily dosage (75 mg.) there was 
only one side effect of significance: 8 wo- 
men patients reported loss of libido. This 
effect, as well as increased sexual desire, has 
been encountered by other investigators 
who also were employing relatively high 

Blood and urine tests showed no signi- 
ficant change. 
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One patient reported constipation. An- 
other, a 59 year old woman who had chronic 
free-floating anxiety of several years’ dura- 
tion, had been hospitalized numerous times 
and treated by various methods with no re- 
lief. The usual dosage of 25 mg. before meals 
and at bedtime was prescribed. After three 
days she complained of oversedation and 
refused to continue the drug, although a 
reduced dosage was suggested. 

Two of the three patients with depressive 
reactions failed to respond, as did the 29 
year old woman with schizophrenia, who 
was also mentally defective. A male patient 
aged 36, with obsessive-compulsive reaction 
marked by severe anxiety and depression, 
became worse after six days of medication 
and the drug was discontinued. 

Response to Librium was apparent with- 
in a few days after therapy was initiated, 
and once improvement began it was con- 
tinued. More than half the group under 
study had suffered from anorexia and in- 
somnia, and some were underweight. As 
anxiety and tension lifted, these patients 
began eating and sleeping better, and those 


who were underweight gained needed 
pounds. While the reduction of anxiety was 
the conspicuous feature, the concomitant 
symptoms were also relieved: phobias de- 
creased and patients were able to be alone, 
go out in a car, do their housework, or re- 
sume jobs they had been too ill to cope with. 
Some reported that they were ‘thinking 
better,” an effect frequently mentioned in 
the literature. 
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Treatment of Female Inebriate Patients 
at Dorothea Dix Hospital 


R. L. Rouurns, M.D.* 
RALEIGH 


Many patients come to the hospital with 
erroneous ideas regarding admission proce- 
dures, length of stay, medication, ward 
facilities, visiting privileges, and results of 
treatment. It is hoped that the following 
description of the treatment program at 
Dorothea Dix Hospital, Raleigh, North Car- 
olina, will be helpful to physicians, pros- 
pective patients, and their relatives. 


Eligibility and Length of Hospitalization 
Any female resident of North Carolina is 
eligible for treatment under this program. 


Admissions are voluntary or by commitment 
for alcohol or narcotic addiction. Commit- 


*Formerly Staff Psychiatrist, Dorothea Dix Hospital, Ral- 
eigh, North Carolina. Present address, United States Air 
Force Hospital, Maxwell Air Force Base, Alabama. 


ment papers must be signed by two phy- 
sicians and the clerk of Superior Court. 
Prior to admission, the date of admission 
must be arranged with the hospital ad- 
ministrative officer. 

Prepayment of $75.00 per month is re- 
quired. In indigent cases, this expense is 
assumed by the county of legal residence. 
Alcoholic patients and voluntary drug 
patients remain 30 days, and legally com- 
mitted narcotic and barbiturate patients 60 
days. Patients are released early only in 
cases of extreme emergency. Families and 
physicians frequently request that hospital- 
ization be prolonged because resumption of 
antisocial behavior seems likely. There is 
no provision for patients to remain beyond 
their routine stay on this basis. No visitors 
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other than the family pastor and physician 
are allowed. 
Physical Environment 


One wing of Hoey Building, with a capa- 
city of 25 beds, is available for this program. 
There is an eight-bed ward, three four-bed 
rooms, and five private rooms. A small sit- 
ting room and a porch complete the area. 
The building is locked and patients are 
served meals in the building. They go out 
only when accompanied by personnel. One 
nursing assistant is assigned to the Inebriate 
Section on the day shift and two nursing 
assistants on the evening and night shifts 
(these two must also care for 75 mental 
patients.) 


Treatment 


A physical examination is done and a 
brief history obtained on the day of admis- 
sion. A hemoglobin determination, white 
blood cell count, serologic test for syphilis, 
and urinalysis are also done. Severely ill 
patients are sent to the medical service. 

Routine medication for alcoholics is 
paraldehyde, 10 cc. given every four hours 
the first day, every six hours the second 
day, and every eight hours the third day. 
Tranquilizing drugs are prescribed, if neces- 
sary for approximately 10 days. An effort 
is made to avoid use of tranquilizers after 
this period. Antabuse is not used. 

Barbiturate addicts are withdrawn over 
a 10-day period on gradually decreasing 
amounts of the addicting drug. Narcotics 
are withdrawn over a 10-day period, with 
decreasing doses of morphine and metho- 
dione (patients receiving narcotics remain 
on the medical ward), except that Demerol 
is used for Demerol addicts. Many addicts, 
however, are able to discontinue drugs 
abruptly. Paregoric and codeine addicts are 
not given narcotics. Both narcotic and bar- 
biturate addicts usually receive anticonvul- 
sive and tranquilizing drugs during the 
withdrawal period. 

Patients are seen by the ward physician 
each morning. An effort is made to inter- 
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view each patient at least once. Patients 
with more specific psychologic problems 
may be seen more often in individual inter- 
views, but psychotherapy is not available. 
The physician on night call visits the ward 
briefly each evening. Diagnostic medical 
studies and surgery are not done except in 
cases of emergency. 

Movies, church services, and occupation- 
al therapy are available once weekly. Walks 
and visits to the canteen are scheduled 
daily if sufficient personnel is available. 
There is a television set on the ward, but 
patients do complain frequently of boredom. 

Representatives from a local group of 
Alcoholics Anonymous visit the ward each 
Sunday, and patients may attend these 
meetings if they choose. The hospital chap- 
lain visits the ward frequently. 


Result 


No studies of results are available. About 
half the patients, however, are not read- 
mitted within one year. What happens to 
this group is unknown. Presumably some 
have less difficulty with their drinking or 
drug problem. Of the half requiring read- 
mission within one year, Many abstain from 
alcohol or drugs for a few months and then 
relapse. Frequently, though, patients are 
intoxicated or taking drugs before reaching 
home. 


Summary 


The admission procedure, medical care, 
and ward environment for female alcoholic 
and narcotic patients at Dorothea Dix Hos- 
pital, Raleigh, North Carolina is described. 
This program offers 30 days of enforced 
sobriety for alcoholics and approximately 
50 days without drugs for committed ad- 
dicts. About half the patients are not read- 
mitted within one year of release, but their 
course is unknown. About half return to 
alcohol or drugs immediately or within a 
few months. 


The assistance of Mrs. Ellen Barlett, R.N., 
Dr. David Fuller, Clinical Director, and Dr. 
Walter Sikes, Superintendent, in preparing 
this article is gratefully acknowledged. 


Report from 
The Duke University 


Poison Control Center 
Jay M. Arena, M.D., Director 
Mineral Seal Oil 


In recent months the Duke Poison Control 
Center has had several requests for infor- 
mation regarding red furniture polish. The 
ingestion of this agent has produced serious 
and prolonged pneumonitis and at least one 
death in the past few months. With this 
fact in mind the following discussion on 
mineral seal oil, the offending petroleum 
distillate in red furniture polish, is being re- 
ported. 

This petroleum oil is obtained as a frac- 
tion of distillate from crude petroleum in the 
range of 500 to 700 F. The relative composi- 
tion of a particular mineral seal oil will vary 
with the source of the crude petroleum. This 
refined petroleum hydrocarbon contains un- 
saturated and saturated aliphatic and aro- 
matic hydrocarbons. The unsaturated ali- 
phatic hydrocarbons are largely removed by 
acid washings. The resulting product is com- 
posed principally of saturated aliphatic hy- 
drocarbons of a higher molecular weight 
than those characteristic of gasoline and 
kerosene. It also contains some cyclic and 
branched chain compounds. 

Since mineral seal oil is a heavier “cut” 
than the gasoline-kerosene fraction, it is 
more nearly similar to a light lubricating 
oil, and is used especially in furniture pol- 
ishing agents. Variable products of red fur- 
niture polish may contain from 20 to 99 per 
cent mineral oil. To this hydrocarbon base 
less than 1 per cent by volume of various 
odorizing and coloring agents are added, 
such as oil of cedarwood, cedar leaf, turpen- 
tine, camphor, lemon, wintergreen (methyl 
salicylate) and traces of aniline dye. Kero- 
sene is added to the products with less min- 
eral seal oil. 

The morbidity and mortality from poison- 
ing with this compound is of far greater 
severity than that usually associated with 
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the more commonly observed kerosene in- 
toxication. The systemic symptoms are more 
severe, with drowsiness, lethargy, high spik- 
ing temperatures of two or three weeks du- 
ration, and rather pronounced extensive 
pneumonitis disclosed both by physical ex- 
amination and x-rays. Resolution may re- 
quire from three to six weeks. Emphysema 
is not uncommon as part of the pneumonic 
picture, and pneumothorax has occasionally 
been reported. 


Several possibilities may in whole or in 
part be the factors involved in this more 
critical clinical course. Since mineral seal 
oil is a light lubricating oil it might act both 
as a pulmonary irritant and as a foreign 
body in the lung, thus giving signs and 
symptoms similar, in some respects, to both 
kerosene (chemical) ) pneumonitis and ly- 
poid pneumonia. Thus the pulmonary irri- 
tation is compounded. Another factor un- 
doubtedly is that larger amounts of this pro- 
duct are ingested. Red furniture polish is 
sold in an attractive container, is brightly 
colored and slightly flavored, and, though 
flat, is not unpleasant to the taste. Kerosene 
on the other hand, because of its viscosity, 
pungent odor and acrid taste, is seldom tak- 
en in any great quantity. A third factor 
which may contribute to the severity of the 
pneumonia would be the presence of small 
quantities of coloring and odorizing agents 
in most of these agents. 

The treatment is similar to that of petro- 
leum distillate and kerosene poisoning, as 
discussed in the November, 1960, issue of 
this JouRNAL. However, because of the great- 
er potential for pulmonary complications 
resulting from aspiration, the stomach 
should never be emptied by gagging or by 
giving an emetic. Gastric lavage should be 
done, if at all, only when unusually large 
amounts are ingested and the risk of pro- 
ducing vomiting during the procedure 
would be minimal, such as in an older child 
or adult. Particular effective in this group 
would be the use of a corticosteroid as an 
anti-inflammatory agent, in addition to an- 
tibiotics and other supportive therapy 
(Croupette, Isolette, etc.). 
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A NEEDLESS TRAGEDY 


Some form of shock therapy is often 
effective in bringing an individual literally 
to his senses and helping him solve a dis- 
turbing problem. There are times when a 
severe shock may cause a community to 
realize that something is wrong with so- 
ciety’s attitude toward a problem. The 
citizens of Winston-Salem and Forsyth 
County were given such a shock when a 
brilliant young doctor from Thailand was 
killed by an irresponsibly reckless driver 
racing with an equally irresponsible one. 
Dr. Anekamaya was a trainee at Bowman 
Gray under the Cardiovascular Training 
Program sponsored by a grant from the 
United States Public Health Service. By 
July 1 he would have completed his train- 
ing. Since he was only 31 years old, he 


EDITORIALS 229 


should have been able to look forward to a 
long and useful life of service. As it is, his 
widow and 5 month old baby had to go back 
without him. One wonders just what she 
will have to say her husband’s untimely 


death. 

An editorial in the Winston-Salem Journ- 
al for March 1 says so well what needs to be 
said that it is reproduced in full with per- 
mission. 

Harp TO UNDERSTAND 


And we wonder why people in other countries 
don’t understand America and Americans ... 


How could the people of Thailand, for instance, 
understand what happened on Highway 421 
Monday afternoon? It was a warm, sunshiny 
day; the highway, wide and smooth; the automo- 
bile the doctor was driving, only about three 
years old. Yet, for all the favorable driving con- 
ditions and for all the marvels of modern trans- 
portation in America, an innocent driver, Dr. 
Sudhawit Anekamaya, lost his life. 

Because he was himself a Thai, his country- 
men will be all the more moved to try to under- 
stand how it could have happened. And because 
in their country concrete highways and high- 
powered automobiles are rare, it will not be easy 
to explain how two cars, allegedly racing for 
the fun of it, came barreling down the highway 
in the opposite direction, and how one of them, 
according to witnesses, veered across the center 
line and headon into the doctor's car. 

Even so, how it happened will be easier for 
them to comprehend than why. Why do cars in 
America race on a busy highway? Why are in- 
nocent drivers like the doctor subject to the 
hazards of racing? Why does America permit it? 
Are there not laws? 

This the people of Thailand cannot understand. 
And we can’t expect them to—not when obvious- 
ly we don’t or won’t fully understand it our- 
selves. 

We abhor racing on the highways, to be sure. 
We have passed laws prohibiting it. But cars 
continue to race. Persons, like Dr. Anekamaya 
and his companion, continue to be killed or_in- 
jured. Drivers, like those Monday who are charg- 
ed with the crime of racing, will be allowed to 
keep right on driving until their trial comes up. 
Obviously we haven’t backed our words with a 
strong enough law. Obviously the courts haven’t 
backed the law with strong enough judgements. 

In this shortcoming, as on the highway, Dr. 
Anekamaya was innocent. He was a visitor in 
this country with no voice either in the making 
or in the enforcement of our laws. His mission 
was simply to taste some of the medical know- 
ledge in this highly developed country that he 
might minister better to the people of his own 
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less fortunate country. His death therefore is all 
the more tragic. His country has lost a doctor. 
This country has lost, in him, an avenue by 
which the people of Thailand might better under- 
stand America. 

Thailand will not be able to understand why it 
could have happened. But we must understand, 
and make sure that it doesn’t happen again. Un- 
like Dr. Anekamaya, we have a voice in the laws 
and the enforcement thereof. In the shame of his 
death, let that voice be raised. 


MOBILE OUTLAWS HIGH HEELS 


In the Winston-Salem Sentinel for April 
10, Professor Robert E. Lee of the Wake 
Forest Law School quotes an ordinance 
recently passed by the Board of Commis- 
sioners of Mobile, Alabama: 

Section 1. That the wearing of shoes with 
heels which measure more than one and one- 
half inches in height and less than one inch 
in diameter on the wearing surface upon the 
public streets of the City of Mobile is hereby 
prohibited. 

Section 2. Any person desiring to wear shoes 
in excess of the limitations set out in section 
one above may do so by obtaining a permit 
from the City of Mobile and by agreeing that 
upon the issuance of such permit that they 
thereby relieve the City of Mobile from any 
and all liability for damages to themselves or 
to others caused by their falling upon the 
public streets or sidewalks of the City of 
Mobile while wearing such shoes. 

In his comment Dr. Lee disapproves the 
ordinance: 

Since high heeled shoes have become accept- 
ed as part of a woman’s attire, cities, rather 
than barring their wear, ought to provide that 
they may be worn safely. 

When the automobile replaced the horse and 
buggy, we built wider and better paved high- 
ways. Now that the spiked or high-heel shoe 
has arrived, should we not have more defect- 
free pavements for sidewalks? If the women 
have expressed a preference for this type of 
shoe and the men a desire to see them so at- 
tired, the city should not hinder but provide 
for the trend. 

For at least three reasons this JOURNAL 
would like to offer a dissenting opinion 
from Dr. Lee’s opinion and applaud the wis- 
dom of the Mobile Commissioners. First, it 
is extremely doubtful that even a majority 
of women have expressed a preference for 
this type of shoe. Women, far more than 
men, are literally the slave of fashion. If Dr. 
Lee will talk to a representative group of 
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women, it is quite probable that he will find 
that a large proportion, if not a majority, 
dislike the high-heeled, sharp-toed shoes, 
but say, “I can’t find anything else to wear.” 

Second, it is extremely doubtful that a 
majority of men desire to see their feminine 
relatives and friends so attired. Certainly, an 
overwhelming majority of medical men do 
not—unless it be the orthopedists, one of 
whom said the shoe manufactures were his 
best friends because they send him so many 
patients. 

Third, the analogy of replacing dirt roads 
with paved highways to accommodate auto- 
mobiles and of repaving our present side- 
walks to accommodate a transient change 
in the style of shoes seems far-fetched. Just 
what material could be used that would 
withstand the repeated impact of a steel- 
tipped heel, a half inch or less in diameter, 
worn by a 200-pound woman? With all due 
respect to Dr. Lee, this JouURNAL expresses 
the hope that enough cities will follow 
Mobile’s example to force the shoe manu- 
facturers back to making shoes that are 
comfortable as well as good looking. 

Since this editorial was written, other dis- 
senting opinions appeared in the popular 
syndicated column of Mrs. Abigail Van 
Buren (known as “Dear Abby” to thousands 
of readers). Mrs. Van Buren stated that she 
had received literally thousands of letters 
approving a column she had written recent- 
ly protesting against the senseless fashion 
of high heels. It is gratifying to know that 
this JouRNAL has such strong support. 


MENSTRUATION AND ACCIDENTS 


The British Medical Journal for November 
12 contains an excellent example of clinical 
research by a general practitioner’. Dr Ka- 
therine Dalton was impressed by the num- 
ber of women involved in accidents during 
or within 4 days before menstruation. Re- 
calling that in 1934 Whitehead had noted 
that some air accidents occurred in women 
pilots during their menstrual period, she 
kept a record of women admitted to accident 
wards of 4 London hospitals which she visit- 
ed regularly. She also included women in 
her own medical practice who had accidents. 
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Of 124 women involved in accidents, 84 had 
been menstruating regularly. Of these, 44 
(52 per cent) were either menstruating or 
were due to menstruate within 4 days. 
Twenty-six of the non-menstruating women 
were menopausal — 17 natural, 9 artificial. 
This was an unduly high proportion of acci- 
dent-prone women who had had an artificial 
menopause. 


Dr. Dalton’s conclusion was that premen- 
strual lethargy and irritability probably ac- 
counted for the high proportion of accidents. 
These findings, she says, “cause one to 
consider the wisdom of administering tran- 
quillizers for premenstrual tension, since 
they may increase accident-proneness at the 
most dangerous time of the menstrual 
cycle.” 

One final comment may be _ pertinent. 
Since water retention is commonly consider- 
ed a major factor in premenstrual tension, 
should not a non-tranquillizing oral diuretic, 
such as chlorothiazide or one of its modifi- 
cations, be given a trial? 


Reference 


1. Dalton, K.: Menstruation and Accidents, Brit. 
M.J. 2: 1425 (Nov. 12) 1960. 
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RENASCENCE OF THE 
ROCKING CHAIR 

Recently the newspapers have told -us 
that President Kennedy, with the approval 
of his personal physician, Dr. Janet Travell, 
relaxes in an old-fashioned rocking chair. 
When Dr. Travell was asked about it, she 
said more than five years ago the President 
had found the rocking chair in her office 
so comfortable that he asked her to get one 
just like it for him. She told the Associated 
Press that the rockers were made in North 
Carolina and that she had ordered a number 
of them for patients in all parts of the coun- 
try. She thought it would not be ethical to 
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tell where the rockers were purchased but 
that anyone interested could write her at 
the White House. She was, of course, de- 
luged with letters of inquiry. Naturally the 
secret leaked out that the chairs were made 
in Asheboro by the P & P Chair Company. 

‘According to Dr. Travell, the rocking 
chair has many advantages over the straight 
or still chair: “Such a chair,” she said, “‘pro- 
vides gentle constant exercise and helps 
prevent muscular fatigue.” 

No doubt we may expect a boom in the 
sale and use of the old-fashioned rocking 
chair. It is gratifying to know that North 
Carolina scores another triumph in the ren- 
ascence of the rocker. 


HARNETT AND PERSON COUNTIES 
RECOGNIZED IN P.R. DOCTOR 


The March issue of the A.M.A. Communi- 
cations Division publication, P.R. Doctor, is 
of particular interest to North Carolina. Al- 
most a page is devoted to a feature article 
on the cooperation between the Harnett 
County Medical Society and the County 
Welfare Board whereby welfare applicants 
are examined by a three-man committee 
from the Medical Society the fourth Friday 
of every month. As a result of careful 
screening of medical records, 30 recipients 
of county welfare checks were removed 
from the welfare rolls—saving the taxpay- 
ers .of the county approximately $1,380 
monthly. The system insures every appli- 
cant a careful medical examination at no 
cost to himself and also results in a great 
saving of time for the individual physicians. 

A half column was devoted to the home 
care project in Person County, sponsored by 
the District Health Department and the 
North Carolina State Board of Health. 

It is good to know that what is done in 
these two North Carolina counties is given 
such wide recognition. 
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Bulletin Board 


CoMING MEETINGS 


Pitt County Medical Society and the Pitt Coun- 
ty Mental Health Clinic in cooperation with the 
Department of Psychiatry, Duke University Med- 
ical Center, Postgraduate Course on “Psychiatry 
for the Non-psychiatrist”—-Pitt County Mental 
Health Clinic, Greenville, Thursday evenings 
through June 15. 

North Carolina Heart Association, Annual 
Meeting and Scientific Session—Robert E. Lee 
Hotel, Winston-Salem, May 24. 

Seaboard Medical Association of Virginia and 
North Carolina, Annual Meeting—The Carolinian 
Hotel, Nags Head, June 16-18. 4 

Mountaintop Medical Assembly—Waynesville, 
June 22-24. 

Duke Medical Postgraduate Course—Morehead 
Biltmore Hotel, Morehead City, July 16-22. 

Southern Obstetric and Gynecologic Annual 
Seminar—Grove Park Inn, Asheville, July 17-22. 

Tri-State Medical Association of Virginia and 
the Carolinas, Annual Meeting—Cavalier Hotel, 
Virginia Beach, Virginia, July 27-28. 

American Medical Association, Annual Meet- 
ing—New York City, June 26-30. 

Trudeau School of Tuberculosis and other 
Pulmonary Diseases, Forty-sixth Annual Session 
—Saranac Lake, New York, June 5-23. 

Animal Care Panal—Boston, Massachusetts, 


September 27-29. 


New MEMBERS OF THE STATE SOCIETY 


The following physicians joined the Medical 
Society of the State of North Carolina during the 
month of March. 

Dr. James Barker Raymer, 225 Hawthorne 
Lane, Charlotte; Dr. Wesley Scott Garland, 109 
N. Elm Street, Marshville; Dr. John Charles 
Doerr, 621 W. Jones St., Raleigh; Dr. Thomas 
Edison Castelloe, 1313 Daniels St., Raleigh; Dr. 
Donald Vance Chamblee, Broadway: Dr. Shelton 
Miller, Jr., 920 Goodwood Rd., Winston-Salem; 
Dr. James Warren Wideman, 805 N. Thompson 
St., Whiteville; Dr. Shephen Cornelius Pugh, 
Chadbourn Medical Center, Chadbourn; Dr. 
Hewlett Collier Connell, Wendell; 

Dr. Alexander Canaday McLeod, New York 
Hospital, Box 161, 525 East 68th St., New York 21, 
New York; Dr. John Plummer Holt, 219 Southside 
Ave., Asheville; Dr. Sarah Alice Taylor Morrow, 
Guilford County Health Department, High Point; 
Dr. Henry Abernethy, 1140 16th St., N.E., Hic- 
kory; Dr. Charles Trado, 21 2nd Avenue, N.E., 
Hickory; Dr. Lee Seagle, 219 N. Center St., Hic- 
kory; Dr. Aulsey Lee Denton, Jr., 1110 Wake 
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Forest Rd., Raleigh; Dr. Thomas Bywater Greer, 
714 St. Mary’s St., Raleigh; Dr. Francis Edward 
Winslow, Jr., 817 Hillsboro St., Raleigh; 

Dr. Charles L. Johnson, Jr., Box 817, Chapel 
Hill; Dr. Jesse Robinson Hicks, 1350 Kings Drive, 
Charlotte 7; Dr. Presley Zachary Dunn, Jr., 942 
Davie Ave., Statesville; Dr. George Morgan Eck- 
ley, Jr., 644 Cherry St., Statesville; Dr. Tiffany 
Nolan Barnes, 533 S. Fayetteville St., Asheboro; 
Dr. Thomas Rector Bass, 2125 Fayetteville, Clay- 
ton; Dr. James Henry McCallum, Jr., 202 E. 
Liberty St., Williamston; Dr. Emmett Royce 
White, Valdese Gen. Hosp., Valdese; Dr. Corne- 
lius Theodore Patrick, 120 Washington St., 
Washington; Dr. Evan Charles Fowler, Cherry 
Hosp., Goldsboro; Dr. Bryan Clinton West, Jr., 
206 S. Road St., Elizabeth City; Dr. Robert 
Thomas Schorr, 403 W. Church St., Elizabeth 
City; Dr. Thomas Robert Acklen, Jr., 427 Char- 
lotte St., Roanoke Rapids, and Dr. Leo Clayton 
McCampbell, 907 Monroe St., Roanoke Rapids. 


News NovreEs FROM THE DUKE UNIVERSITY 
MepIcaAL CENTER 


The Duke University Medical Center’s annual 
summer postgraduate course will be held July 
17-22 in Morehead City. 

Dr. William M. Nicholson, assistant dean of the 
Duke Medical School in charge of postgraduate 
education, announced plans for the course, which 
will provide refresher work for physicians and 
help them keep abreast of new developments in 
medicine. 

Serving on the faculty will be Drs. Walter L. 
Floyd, Henry D. McIntosh, John V. Verner and 
and Dr. Nicholson, all of the Medical Center's 
department of medicine; Drs. William J. A. 
DeMaria, Madison S. Spach and Robert S. Stemp- 
fel, all of the pediatrics department; Dr. W. 
Glenn Young Jr., surgery department; and Dr. 
Joseph K. Isley, radiology department. 

The course is approved for 30 hours of post- 
graduate education, Category 1, required by the 
American Academy of General Practice. 

Information concerning the course can be 
obtained by writing to the Director of Post- 
graduate Education, Duke University Medical 


Center, Durham. 


Dr. Kenneth L. Duke, associate professor of 
anatomy, is conducting research in Malaya as 
this year’s recipient of the Alan Gregg Travel 
Fellowship in Medical Education. 

Dr. Duke was selected for the honor by the 
China Medical Board of New York. 

The Board makes one such award each year 
to enable an American medical school faculty 
member to undertake study in the Far East that 
will increase his effectiveness as a medical 
educator. Selection is based on past accomplish- 
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ments and promise to fulfill the purpose of the 
fellowship in promoting medical education. 
* * *” 

Richard M. Conover, supervisor of inhalation 
therapy at the Duke University Medical Center, 
has been appointed chairman of the safety com- 
mittee of the American Association of Inhala- 
tion Therapists. 

** * 

Dr. Ivan W. Brown Jr., professor of surgery, 
has been named an alumni member of Phi Beta 
Kappa, national scholastic honorary fraternity. 

Alumni elections are made in recognition of 
outstanding achievement in science, literature 
or education. 

A 1940 Duke Medical School graduate, Dr. 
Brown is known for his research dealing with 
blood preservation and with the use of hypo- 
thermia (low body temperature) in heart sur- 
gery. 

Congressman John E. Fogarty (D-R-I), a 
nationally known leader in health legislation 
was guest speaker for the 1961 meeting of the 
Southern Association of Medical Schools and 
Teaching Hospitals, held in Durham, April 9-10. 
He spoke on the theme for the meeting, “Fin- 
ancing Medical Education.” 

Dr. Hans Lowenbach, professor of psychiatry 
at the Duke Medical Center, is giving a series 
of 12 weekly lectures in Greenville, North 
Carolina, for family doctors and medical specia- 
lists of Pitt County. 

The course is part of a new program designed 
to provide training in psychiatry for physicians 
“without the necessity of each doctor traveling 
to a psychiatric training center.” 

* * * 

Duke University has received a March of 
Dimes grant of $25,027 to conduct educational re- 
search in interdisciplinary teaching, research and 
patient care. 

The studies will center on methods of en- 
couraging and promoting collaborative efforts 
among the medical and surgical specialties and 
the physicial therapy department. 


News Notes FROM THE UNIVERSITY OF 
NorTH CAROLINA SCHOOL OF MEDICINE 


Dr. Kenneth M. Brinkhous, chairman of the 
Department of Pathology in the School of Med- 
icine, won the O. Max Gardner Award recently 
as the member of one of the faculties of the 
Consolidated University of North Carolina who 
during the current scholastic year “has made the 
greatest contribution to the welfare of the human 
race.” 

Dr. Brinkhous is an international authority 
and research specialist in hemophilia, the rare 
bleeding disease. Research findings in_ relation 


to hemophiliac dogs at Chapel Hill are being 
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related to facets of a number of diseases associat- 
ed with bleeding. 
* 

Dr. James W. Woods Jr., associate professor 
in the University of North Carolina School of 
Medicine, has been receommeneded for a leave of 
absence from June 1 through December 31, 
1961, to serve as Visiting Professor at the Uni- 
versity of Sao Paulo, Brazil. 

a 

For the second consecutive year a student of 
the University of North Carolina School of 
Medicine has been awarded a fellowship to serve 
and study in one of the world’s underdeveloped 
nations. 

Robert L. Browning Jr., a third year medical 
student, and son of Mr. and Mrs. R. L. Browning 
of Monroe, will spend 11 weeks at one of the five 
Baptist Mission Hospitals in Nigeria, West 
Africa. 

Twelve persons from West Berlin, Germany 
recently inspected the University of North Caro- 
lina School of Medicine and N. C. Memorial Hos- 
pital. 

The group, which is connected with a new 
medical research and training center in West 
Berlin was on a 30-day visit to leading American 
medical centers. 

* * 

Appointments and promotions in the U.N.C. 
School of Medicine faculty were announced by 
Chancellor William B. Aycock recently. 

Dr. Wayne Henry Akerson, assistant profes- 
sor of surgery, School of Medicine resigned 
January 31 to enter private practice. 

Effective as of July 1, Dr. Gustin Thomas Kif- 
fney Jr., clinical instructor in the School of 
Medicine, will become assistant professor. 

As of this past February 1, Dr. Marianne S. 
Breslin, formerly a clinical instructor in the 
School of Medicine, has been named to the posi- 
tion of instructor. 

A one-year appointment as instructor in the 
Department of Psychiatry, School of Medicine, 
beginning July 1, has been made to Dr. Rex 
Wilson Speers, Dr. Speers is currently a resi- 
dent in the School of Medicine. 

* * * 

Dr. Ralph L. Dunlap, chief of the Child Psy- 
chology Section at the North Carolina Memorial 
Hospital, presented a paper, “Long Term In- 
Patient Treatment of Severely Disturbed Child- 
ren,” at a symposium during the annual meetings 
of the Southeastern Psychological Association 
held in Gatlinburg, Tennessee, April 13-15. 

* * * 

The fifth Southern Regional Institute on Re- 
creation in Hospital was held at the University 
of North Carolina, April 20 and 22. Harold D. 
Meyer, head of the University Division of Re- 
creation, was the director of the institute. He 
was assisted by Frances Cleary, recreation di- 
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rector, Department of Psychiatry, and Assistant 
Professor H. Douglas Sessome of the Depart- 
ment of Sociology and Anthropology. 


News Nores FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE ForEST 
COLLEGE 


Nine papers prepared in departments of the 
Bowman Gray School of Medicine were presented 
in early April at meetings of the Federation of 
American Societies for Experimental Biology 
held at Atlantic City, New Jersey. 

Dr. Thomas B. Clarkson, associate professor 
of experimental medicine, presented two papers: 
“Effects of Dietary Fats, Protein and Cholesterol 
on Coronary Atherosclerosis in Pigeons,” and 
“Graduate and Professional Training in Labora- 
tory Animal Care.” 

Dr. Harold D. Green, Gordon Gray Professor 
of Physiology and Pharmacology, presented a 
paper entitled “Simultaneous Determination by 
Dye Measurements of Vascular Volume and Con- 
ductance in the Dog’s Paw.” Dr. Green also pre- 
sided over a session on peripheral circulation and 
participated in a symposium on “Pressure-Flow 
Relationships in Various Vascular Beds” pre- 
sented by the circulation section of the Ameri- 
can Physiology Society. 

Dr. J. Maxwell Little, professor of pharmaco- 
logy presented “Cardiovascular Effects’ of 
Chronic Partial Carotid Sinus Compression in 
Dogs.” 

Dr. J. Richard R. Bobb, associate professor of 
physiology and pharmacology, presented “Tis- 
sue Hypoxia and Cardiovascular Function in 
Dogs.” Dr. Carlos E. Rapela, associate professor 
of physiology and pharmacology, presented 
“Cerebral Venous Blood Flow.” 

Three other papers, prepared by trainees in 
the medical school’s cardiovascular training pro- 
gram, were presented also. 

* * + 

Dr. William H. Boyce, professor chair- 
man of the Section on Urology, participated in a 
panel discussion of the “Surgical Management 
of Hydronephrosis” during sectional meetings of 
the American College of Surgeons, March 6 to 9, 
at Philadelphia. At the same meetings, Dr. Louis 
De S. Shaffner, assistant professor of surgery, 
spoke on “Modern Management of Suppurative 
Disease of the Lung and Pleura.” 

Dr. Fred K. Garvey, professor of urology, was 
moderator of a panel discussion of pediatric 
urology at meetings of the Southeastern Section 
of the American Urological Association, March 
19 to 24, at Hollywood, Florida. At the same 
meeting, Dr. Clifford N. Edwards, research in- 
structor in urology, narrated the “Advances in 
Surgery of Renal Calculi,” a movie prepared by 
the section on urology and and the department 
of medical illustrations. 
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Dr. Donald M. Hayes, assistant dean in charge 
of admissions and premedical relations, and 
instructor in medicine, presented “Correlative 
Studies of the Chemotherapy of Mouse and 
Human Myeloma” at a meeting of the American 
Association for Cancer Research, April 9, at 
Atlantic City, New Jersey. The paper was pre- 
pared by Drs. Hayes; Charles L. Spurr, professor 
of medicine; and John Hines, assistant resident 
in medicine. 
* Ok 

An Introduction to the Experimental Method, 
a book by Dr. J. Maxwell Little, professor of 
pharmacology and associate professor of physio- 
logy, has been published by the Burgess Publish- 
ing Co. of Minneapolis. 

Two papers prepared by members of the De- 
partment of Anatomy were read at the annual 
meeting of the American Association of Anato- 
mists, March 21 to 24, at Chicago. Dr. Charles E. 
McCreight, assistant professor of anatomy, pre- 
sented “Hyperplasia in Renal Epithelium Fol- 
lowing Partial Removal of the Kidneys.” The 
paper was prepared by Dr. McCreight and Dr. 
Norman M. Sukin, William Neal Reynolds Pro- 
fessor of Anatomy. Graduate student Russel J. 
Reiter presented “The Effect of Excess Vitamin 
A on Estrogen Induced Uterine Metaplasia,” a 
paper co-authored by Reiter and Dr. Walter J. 
Bo, associate professor of anatomy. 


EDGECOMBE-NASH MEDICAL SOCIETY 


The regular meeting of The Edgecombe-Nash 
County Medical Society was held in Rocky Mount 
on April 12. 

Mr. N. A. Avera of the local Social Security of- 
fice introduced Dr. Helen Hall, who in turn pre- 
sented and discussed a film, “The Disability De- 
cision,” which concerns evaluation of claimants 
for Social Security on the basis of disability. 


ForsytH County MEDICAL SOCIETY 


The Forsyth County Medical Society held its 
regular meeting in Winston-Salem, on April 6, 
at the Old Town Country Club. Dr. Walter Hol- 
lander, assistant professor of medicine of the 
University of North Carolina School of Medicine 
spoke on “Potassium Problems in Clinical Med- 
icine.” 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 


Applications for certification in the American 
Board of Obstetrics and Gynecology, new and 
reopened, Part 1, and requests for re-examination 
in Part 11 are now being accepted. All candidates 
are urged to make such application at the earliest 
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possible date. Deadline date for receipt of ap- 
plications is August 1, 1961. No applications can 
be accepted after that date. 

Candidates are requested to write to the office 
of the Secretary for a current Bulletin if they 
have not done so, in order to be well informed 
as to the present requirements. Application fee 
($35.00), photographs, and lists of hospital ad- 
missions must accompany all applications. 

After July 1, 1962, this Board will require a 
minimum of three years of approved progressive 
residency training to fulfill the requirements tor 
admission to examination. After the above 
date, training by preceptorship will no longer 
be acceptable. 

Diplomates of this Board are urged to notify 
the office of the Secretary as soon as possible of 
changes in address. 

Office of the Secretary 
Robert L. Faulkner, M.D. 
2105 Adelbert Road 
Cleveland 6, Ohio 


ARTHRITIS AND RHEUMATISM FOUNDATION 


Development in the treatment of gout during 
the past decade have made this severely painful 
and crippling form of arthritis one of the most 
successfully controlled, even though no cause 
or cure has yet been found, according to an 
article in the Arthritis & Rheumatism Founda- 
tion’s Bulletin on Rheumatic Diseases. 

Of the 11,000,000 arthritis victims in the na- 
tion, an estimated half-million have gout, reports 
the Foundation. By far the greatest number are 
men. 


TRUDEAU SCHOOL OF TUBERCULOSIS AND 
OTHER PULMONARY DISEASES 


The Trudeau School of Tuberculosis and Other 
Pulmonary Diseases, which will hold its forty- 
sixth session in Saranac Lake, New York from 
June 5 to 23, continues to provide a unique 
opportunity for training in the field of chest 
diseases. This annual postgraduate course for 
physicians, conducted under the auspices of the 
Trudeau Foundation and supported by the Hyde 
Foundation, is able to provide outstanding in- 
struction at a minimal tuition of $100.00 for a 
three weeks’ session. Attendance at the Trudeau 
School carries with it a thorough review for 
specialization in pulmonary disease or for work 
in public health involving tuberculosis. 

The enrollment is necessarily limited, and 
therefore application should be made early. A 
few scholarships are available for those who 
qualify. 

Inquiries should be addressed to the Secretary, 
Trudeau School of Tuberculosis and Other 
Pulmonary Diseases, Box 670, Saranac Lake, 
New York. 
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NATIONAL SOCIETY FOR CRIPPLED 
CHILDREN AND ADULTS 


Crippled children and adults will have more 
fun camping this summer. More than 50 new 
resident camps and a substantial increase in the 
number of day camp programs are revealed in 
the revised edition of “Directory of Camps for 
the Handicapped,” just published by the Nation- 
al Society for Crippled Children and Adults, the 
Easter Seal Society. 

Prepared by the National Society under joint 
sponsorship of the American Academy of Pedia- 
trics and the American Camping Association, the 
directory supplies up-to-date information of ap- 
proved camping programs and facilities from 
which parents of handicapped children, profes- 
sional workers, and crippled persons can select 
programs. Some 250 resident camps and more 
than 100 day-camp programs are listed. 

The “Directory of Camps for the Handicapped” 
is available through the National Society for 
Crippled Children and Adults, 2023 West Ogden 
Avenue, Chicago 12, Illinois. The price is 50 cents 
per copy. 


ANIMAL CaRE PANEL 

Boston will be the site of the Annual Animal 
Care Panel Meeting, September 27, 28, 29, 1961. 
The ACP is an organization of individuals pro- 
fessionally engaged in the production, procure- 
ment, care, management and use of laboratory 
animals and of institutions interested in these 
areas of research and animal care. 

The American Board of Laboratory Animal 
Medicine, the Laboratory Animal Breeders’ As- 
sociation, and the Allied Trade Association will 
hold simultaneous sessions at the meeting. 


MANUFACTURING CHEMISTS’ ASSOCIATION INC. 

Physicians interested in accurate and up-to- 
date information on food additives will find this 
data in a new reference handbook prepared by 
the Manufacturing Chemists’ Association. 

“Food Additives: What They Are—How They 
Are Used” is a basic reference book which covers 
many aspects of food additives, presenting ech- 
nical information in popular, readable language. 

Requests for single copies of this publication 
will be honored without charge when received 
from individuals on institution or organization 
letterhead. Address requests to: Manufacturing 
Chemists’ Association, Inc., 1825 Connecticut 
Ave., N.W., Washington 9, D. C. 


PAssANO FOUNDATION AWARD 


The Board of Directors of the Passano Founda- 
tion announces that Doctor Owen H. Wangen- 
steen has been selected as the recipient of the 
$500 Passano Award for 1961. 
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On Wednesday evening, June 28, during the 
convention of the American Medical Association 
in New York City, a reception and dinner will 
be held at the Statler-Hilton Hotel to honor Doc- 
tor Wangensteen. 

The Passano Foundation is sustained by an- 
nual contributions from The Williams & Wilkins 
Company, publishers of books and _ periodicals 
in medicine and the allie dsciences. 


NATIONAL ASSOCIATION OF BLUE SHIELD 
PLANS 


Enrollment in the nationwide Blue Shield 
Plans surpassed the 47,000,000 member mark at 
the end of 1960, the National Association of Blue 
Shield Plans reported in Chicago recently. Total 
membership in the 74 medical-surgical Plans 
reached 47,084,988 on December 31, 1960, repre- 
senting an enrollment of one out of every four 
Americans, and nearly 15 per cent of the total 
Canadian population. 


VETERANS ADMINISTRATION 


Major changes in hospital design will be in- 
corporated in the Veterans Administration’s 12- 
year, $900,000,000 program for modernization and 
replacement of its obsolescent hospitals, the VA 
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Chief Medical Director, Dr. William S. Middle- 
ton, said today. 

The trend is away from special hospitals for 
psychiatric and tuberculous patients and toward 
the general hospital, which can care for these 
patients as well as general medical and surgical 
patients. 

* * 

Seven of the nation’s top medical leaders will 
advise the Veterans Administration on _ its 
nationwide medical research program, as mem- 
bers of the newly constituted VA Research Ad- 
visory Committee. Among them is Dr. Eugene A. 
Stead, chairman of the Department of Medicine 
at Duke University School of Medicine. 

* * * 

The Veterans Administration has gained the 
equivalent of nearly four 600-bed mental hos- 
pitals, at no cost to the taxpayer, through place- 
ment of recovering mental patients in foster 
homes during the past ten years. 

The VA said 2,375 mental patients from its 
hospitals lived with “adopted” families in private 
homes near the hospitals during calendar year 
1960. This is a 22 per cent increase over the 
number in foster homes in 1959 and more than 
twice as many as in 1956. 

Patients are carefully selected by VA doctors 
and the foster parents and homes are screened 
by VA social workers. 
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New Film on Project HOPE 

A story of medical training and teaching in 
Southeast Asia is depicted in a new and dramatic 
27-minute color motion picture documentary 
made available by Project HOPE. The film, 
“Voyage of the SS HOPE,” tells the story of the 
American people’s floating medical center cur- 
rently in Indonesia. 

The story is that of the SS HOPE I, a form- 
er U. S. Navy hospital ship converted to a float- 
ing medical school through the contributions of 
the American people. The SS HOPE is the 
principal vehicle of the People-to-People Health 
Foundation, Inc., 1818 M Street, N. W., Washing- 
ton. G, D.C. 

The documentary is available for interested 
groups and television showings. Inquiries may 
may be directed to: Film Department, Project 
HOPE, 1818 M Street, N. W., Washington 6, D. C. 


Lilly Introduces New Corticosteroid 


A new oral corticosteroid of marked potency 
and predictable antiinflammatory effect is being 
introduced by Eli Lilly and Company under the 
trademark Haldrone (paramethasone acetate, 
Lilly). Clinically it has been shown to be well 
tolerated, the incidence of significant untoward 
reactions being low. 
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Duke Pathogist Wins Award 


The annual Experimental Pathology award 
for medical research by a pathologist under 40 
years of age was made recently to Dr. Donald 
B. Hackel, professor of pathology at Duke Uni- 
versity, Durham, for investigative work in the 
fields of cardiac and renal disease. 

The citation and a $1,000 honorarium contri- 
buted by Parke, Davis & Company were an- 
nounced at the annual banquet of the American 
Society for Experimental Pathology, one of the 
six member societies of the Federation of Am- 
erican Societies for Experimental Biology. 


New Film Series on Physical Diagnosis 


A series of 16-mm color and sound motion 
pictures about various aspects of physical diag- 
nosis is now available for rental or purchase 
from Wayne State University College of Med- 
icine. 

The project was sponsored by CIBA Phar- 
maceutical Products Inc., Summit, New Jersey, 
but none of the company’s products are mention- 
ed. 

All requests for showing or purchase should 
be directed to the Audio-Visual Utilization Cen- 
ter, Wayne State University, Detroit 2, Michigan. 
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The Month in Washington 


The seriousness of the nation’s problem of 
mental illness was emphasized on three 
fronts recently in the nation’s capital. 

First, the Joint Commission on Mental 
Illness and Health reported on a comprehen- 
sive five-year study of the over-all problem. 
Second, another special government ad- 
visory committee recommended smaller 
community-sized mental institutions after 
a two-year study of facilities for care of the 
mentally ill. Third, a Senate subcommittee 
held hearings on the constitutional rights 
of mental patients. 

The Joint Commission recommended 
sweeping reforms in the treatment of men- 
tal illness as well as expanded and improv- 
ed facilities. It said some gains had been 
made in the past 10 years but that the need 
for adequate facilities for humane, healing 
treating of the mentally ill is still largely 
unmet. 

More than half the patients in state 
mental hospitals do not receive any treat- 
ment, largely because of inadequate facili- 
ties, the commission said. 

The commission recommended that gov- 
ernment spending at all levels—federal, 
state and local—for public mental patient 
services be stepped-up in the next decade 
from the present $1 billion a year to $3 
billion a year. 

Another recommendation was that there 
be a fully-staffed, full-time mental health 
clinic for each 50,000 of population. 

The commission, which was created in 
1955 by a special act of Congress, had 45 
members representing every national as- 
sociation and non-government agency con- 
cerned with mental health. The American 
Psychiatric Association and the American 
Medical Association had the leadership in 
setting up the commission. 

The government advisory committee, 
composed of 12 state Hill-Burton and men- 
tal health authorities, recommended that 
states concentrate on smaller community or 
regional facilities ‘offering a wide spectrum 
of services.” 


From the Washington Office of the American Medical 
Association. 
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Dr. Luther L. Terry, Surgeon General of 
the Public Health Service, urged state gov- 
ernors to use the advisory committee’s re- 
commendations as guidelines for improving 
mental health facilities. 

The Senate Constitutional Rights Sub- 
committee heard from Dr. Winfred Over- 
holser that there is no foundation to charges 
that many Americans are “railroaded’”’ into 
mental hospitals. Dr. Overholser is superin- 
tendent of St. Elizabeths Hospital, large 
federal mental institution in Washington, 

Dr. Lauren H. Smith, vice chairman of 
the A.M.A.’s Council on Mental Health, told 
the subcommittee that the A.M.A.’s future 
program in the field will include emphasis 
on more use of psychiatry in geriatrics, 
pediatrics and medical education, both at 
student and postgraduated levels. 

Other activities planned for the A.M.A. 
program include closer coordination of 
activities of the A.M.A. council and cor- 
responding committees of state medical 
societies. 

* 

The Food and Drug Administration after 
the government filed suit against two drug 
firms for counterfeiting, reported that an 
extensive investigation showed that there 
is still relatively little counterfeiting of 
drugs. 

Of 2,700 samples of drugs collected from 
900 drugstores in the first three months of 
this year, only nine were found to be coun- 
terfeit. 

FDA Commissioner George P. Larrick 
said he expected the problem of counterfeit 
drugs to continue because of the lure of easy 
profits. But he said results of the investiga- 
tion supported the FDA view that “the facts 
to date do not warrant disturbing sick 
people about the quality of medications that 
they have been taking.” 

In the counterfeiting suit, General Phar- 
macal Co., Hoboken, New Jersey, and 
Lowell Packing Co., Long Island, New 
York, and eight officials of the two firms 
were charged with manufacturing counter- 
feit tranquilizers, diuretics, weight reducers, 
and other drugs and selling them to drug- 
stores in six states. The Justice Department 
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charged that the companies put markings 
on pills making them appear like other 
trade-marked brands. 

* 

FDR ordered manufacturers, effective 
May 27, to supply samples of new drugs for 
testing by the government agency prior to 
clearance for sale. 

In the past, FDR has relied largely on 
scientific data supplied by the manufactur- 
ers themselves in clearing a new drug as 
being safe for sale. The FDR tested the 
drugs only on a limited and occasional basis 
and after they had been put on the market. 

* * 

The government is spending $4.1 billion a 
year in the health field, a Senate Govern- 
ment Operations Subcommittee reported. 
In the most detailed report of its kind ever 
published by a governmental group, the 
Subcommittee, headed by Sen. Hubert H. 
Humphrey (D., Minn.), noted that $1.1 
billion of the total care for sick members of 
the armed forces and their dependents in 
hospitals. The tab for Civil Service workers’ 
sick leave totals $315 million a year. About 
$650 million a year is spent on medical re- 
search, with most of this carried out by the 


National Institutes of Health and _ the 
Veterans Administration. 
* 


The government ordered 250 physicians 
drafted this year due to the failure of 
enough interns to sign up for military ser- 
vice. It is the first physicians draft in four 
years. All of the draftees will be assigned to 
the Air Force. A department spokesman 
said the draft call would not prevent in- 
dividual physicians finishing internship this 
year from volunteering for Air Force med- 
ical duty. 


An American male baby born today can look 
forward to a working lifetime of 42.3 years— 
11.2 years longer than the working-life expect- 
ancy of a male baby born at the start of this 
century. 

—Health Information Foundation 


In 1900 the average 20 year old American male 
could expect to spend only 2.7 years in retire- 
ment, Health Information Foundation reports, 
By 1958, however, retirement-life expectancy for 
a 20-year-old male had more than doubled, to 6.3 
years. 
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Book Reviews 


Atlas of Obstetric Technic. By J. Robert Will- 
son, M.D. 301 pages. Price, $14.50. St. Louis: 
The C. V. Mosby Company, 1961. 


By emphasizing basic principles of obstetric 
physiology, pathology and operative technic, Dr. 
Willson has produced a book which serves as an 
excellent reference volume for the specialist, 
resident in training, and the general practitioner. 
Only those maneuvers necessary to complete de- 
livery at or near term are included. 


Beginning with an essential chapter on the 
professional staff and labor and delivery room 
facilities, the author clearly and concisely covers 
normal] labor and delivery, induction of labor, 
third-stage complications, forceps delivery, ab- 
normal presentations and cesarean section, and 
concludes with an unusually complete discus- 
sion of placenta previa. Each subject is intro- 
duced with a succinct presentation of the par- 
ticular problem, and similar commentary ac- 
companies the particularly lucid line and half- 
tone drawings. 


In a book that includes medical as well as 
surgical techniques, a more extensive discussion 
of pitocin induction of labor, especially for 
toxemia of pregnancy, was anticipated. Also, a 
discussion of forceps delivery seems incomplete 
without some reference to “trial or failed” for- 
ceps. Finally, in these days of radiation aware- 
ness, it would seem that more reliance should 
be placed on the diagnosis of abnormal presenta- 
tions by vaginal examination, with less emphasis 
on x-ray confirmation of these findings unless 
specifically indicated. 

This book is particularly useful for anyone 
practicing obstetrics. 


Facts for Childless Couples. By E. C. Ham- 
blen, M.D. 130 pages. Price, $3.50. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 
1960. 


Five previous printings and an increasing de- 
mand for the present second edition attest to the 
popularity of this authoritative, yet simple little 
book. Its lasting accuracy for the past 18 years is 
apparent in the few changes that have been 
made in the new edition. Only the revision of a 
few outmoded concepts and an additional chapter 
on “New Facts and Fads” were necessary. 

The volume continues to be an _ excellent 
handbook for the many married couples faced 
with the perplexing and complicated problem of 
sterility. It educates these couples in seeking and 
conducting proper medical care. It can also be 
of great value to physicians, medical students, 
nurses, interns, and lay teachers. 


Bis. 
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Iu Memoriam 


Slade Alva Smith, M.D. 

Dr. Slade Alva Smith died at his home in 
Whiteville, North Carolina, on September 16, 
1960. His death will be deeply felt by his patients, 
friends, and professional colleagues. 

He was born on June 4, 1882, in the Welches 
Creek section of Columbus County, the son of 
the late Samuel A. and Sarah Jane Brown Smith. 
He was educated in the schools of that com- 
munity and at Davidson College. He received his 
medical education from the Medical College of 
North Carolina at Davidson, North Carolina, 
graduating in 1907. 

Dr. Smith began the practice of medicine and 
surgery in Bolton, North Carolina, in 1907 and 
maintained his practice there for ten years. He 
then did postgraduate study in New York in the 
Eye, Ear Nose and Throat Hospital from 1917 to 
1919. He then moved to Georgia and practiced 
his profession there for several years before 
settling in Wilmington, North Carolina. In 1934 
he moved to Whiteville, where he remained 
doing eye, ear, nose, and throat work until May 
1957, when a fall and a fractured hip brought his 
active practice to a close. He remained a semi- 
invalid from then until his death on September 
16, 1960. 

Dr. Smith was an active member of the county, 
district and state societies, and the American 
Medical Association. Until his accident he was 
an active member of the Columbus County Hos- 
pital’s medical staff. In May of 1957 he was 
awarded by the North Carolina State Medical 
Society a 50-year pin and certificate for his half 
century of service in the medical profession. 

He was always deeply interested in public 
and civic affairs. He was actually Columbus 
County’s first health officer, having been appoint- 
ed to that position temporarily while practicing 
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in Bolton. He helped organize the Whiteville 
Lions Club in 1945, and was its first president. 
He worked closely with the health department, 
the welfare department, and the Lions Club in 
its Sight Conservation program, where he con- 
tributed his time and talents without regard to 
color or creed, or social or financial standing. He 
was elected and served several times as mayor 
of Whiteville. 
He was a devoted and active member of the 
First Presbyterian Church of Whiteville, and 
served for many years as deacon, and then elder, 
in this church. Be it therefore 
Resolved that this community and Columbus 
County Medical Society has lost a valuable mem- 
ber and each of us a true friend; and that we 
the members of the Columbus County Medical 
Society express our deep sorrow and extend sym- 
pathy to his family: and that a copy of these 
resolutions be placed in the permanent files of 
the Society and a copy be sent to his family and 
a copy be sent to the North Carolina Medical 
Journal. 
A. G. Floyd, M.D. 
H. G. Walters Jr., M.D. 


Hospitals Urged To Baby Patients 


A Swiss medical director says hospitals should 
show more patience toward their patients, even 
baby them a bit. 

“An adult patient is in certain respects rather 
like a child,” writes Dr. Fred Singelisen in The 
Modern Hospital, a professional journal. “He 
becomes dependent, reduced to the level of a 
child still dependent upon his mother.” 

Urging more be done for a patient’s mental 
well-being, the director of Psychiatric Hospital 
at Wil, St. Gallen, Switzerland, notes that an ill 
person “is often in greater need of someone to 
lean on, more exacting, greedier for attention 
and more self-centered” than a child. 


Asheville 


MATERNAL DEATHS REPORTED IN NORTH CAROLINA 


SINCE JANUARY |, 1961 


Each dot represents one death 
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Winslow Homer ‘THE HERRING NET" Art /nstitute of Chicago. 


Strain is a necessary component of man’s efforts to move his external 
environment, but all too often brings on extreme pain and trauma when hard 
stools are moved after repair of rectal disorders. Metamucil adds soft, bland 
bulk to the bowel contents to stimulate normal peristalsis and also hold 
water within stools to keep them soft and easy to pass. Thus Metamucil, 
with an adequate water intake, is of great help in minimizing painful trauma 
to postsurgical rectal tissue. Metamucil promotes regularity through 
‘*smoothage” in all types of constipation. 


® 
brand of psyllium hydrophilic mucilloid ‘ 


Available as regular Metamucil or as the new lemon-flavored Instant Mix Metamucil 
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When 
You're Sick, 
Doctor, 


WHO TAKES CARE 
OF YOU? 


When you’re disabled by a sickness 
or accident, it can create a serious 
problem for you and your family. 


Chances are your professional income 


STOPS, but the need to provide for veil and your family DOESN’T. 


You still must meet the bills that are normally a part of everyday living PLUS 
the extra burden of expense brought on by your illness or accident. 


Mutual of Omaha’s Professional Men’s Plan has the answer. Here’s coverage 
that provides a regular monthly income for as long as total disability lasts, whether 


it’s a week, a month or EVEN FOR LIFE! It’s especially designed to meet the needs 
of men in your profession. 


Why not get in touch with your MUTUAL of OMAHA General Agent today? 
He'll be glad to give you full details on this modern plan of protection. Of course, 
there’s no obligation. 


MUTUAL BENEFIT HEALTH & ACCIDENT ASS‘N. 


Home Office — Omaha, Nebraska 
V. J. Skutt, President 


THE LARGEST EXCLUSIVE HEALTH AND ACCIDENT COMPANY IN THE WORLD 


* G. A. RICHARDSON, General Agent * J, A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


* J. P. GILES, General Agent 
Asheville, N. C. 
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PROTEIN 


essential for With other nutrients, protein is needed to 


repair and replace body substances used up 


health and vigor in daily living... and to maintain health 


and vigor in all body tissues. 
Healthful longevity appears to be favored 
by diets which provide generous amounts of 
high quality protein and all essential nutri- 
ents . .. without excess calorie intakes. Pro- 
tein needs remain fairly constant throughout 
adult life . . . increasing with pregnancy and 
lactation... increasing with infection, any 
febrile or debilitating illness or wound heal- 
ing. Calorie requirement declines with age 
after twenty-five. This suggests an increasing 
ratio of protein to carbohydrate and fat in 
the diet is desirable as calorie intake 
diminishes. 
The essential amino acid requirements of 
the normal healthy adult can be provided 
by 2.6 cups of milk. The minimum adult 
requirement for protein, when supplied by 
cow’s milk, has been estimated by the Food 
and Nutrition Board as .. . 0.39 to 0.41 gm. 
per kilogram body weight for the adult man 
... 0.42 to 0.43 gm. per kilogram for the 
adult woman . . . increasing to 0.56 gm. per 
kilogram during pregnancy and 0.71 gm. 
kilogram during lactation. 
Thus minimum protein and amino acid 
needs could be satisfied daily by... 3.3 
etn cups of milk for the 70 kilogram man... 
2.9 cups of milk for the 58 kilogram woman 
...3.8 cups of milk for the same woman 
RY mie (ll during pregnancy . . . and 4.8 cups while she 
nurses her baby. 
Milk is man’s first dietary source of protein. 
Cow’s milk, as such and in dairy foods, can 
continue to supply easily digested high qual- 
ity protein at all periods of life . . . in various 
forms ...at any course of any meal of the 
day ...in any ratio of protein to fat which 
may be desired. 


Since 1915... promoting better health through 
nutrition research and education 


NATIONAL DAIRY COUNCIL 


A non-profit organization 
111 North Canal Street + Chicago 6, Illinois 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council 
on Foods and Nutrition of the American 
Medical Association and found consistent 
with current authoritative medical opinion, 


High Point-Greensboro Winston-Salem 
106 E. Northwood St. 610 Coliseum Drive 310 Health Center Bldg. 


Greensboro, N. C. Winston-Salem, N. C. Durham, N. C. 


This information is reproduced in the interest of good nutrition and health by the Dairy 
Council Units in North Carolina. 


Burlington-Durham-Raleigh 
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CEVIRATE PEDIATRIC for the Youngsters... 
CEVIRATE for the Adults! 


When iron deficiency anemia is indicated, CEVIRATE 
Tablets, which supply high level tron dosage in the 
form of well-tolerated ferrous fumarate, combined 
with ascorbic acid, provide effective therapeutic 
response. 


In each CEVIRATE Tablet, (coated, red) the combina- 
tion of 300 mg. of ferrous fumarate (providing 99 mg. 
of elemental iron) with 150 mg. of ascorbic acid 
affords the full benefit of high level iron dosage to 
enhance hemoglobin response with minimum side 
effects. 


In CEVIRATE PEDIATRIC (soft tablets), each tablet con- 
tains 100 mg. of ferrous fumarate (33 mg. of elemen- 
tal iron) and 50 mg. of ascorbic acid. These palatable 
tablets, pineapple flavored, may be swallowed, 
chewed, or dissolved in the mouth. Children accord 
CEVIRATE PEDIATRIC an enthusiastic reception, thus 


assuring easy management of the dosage regimen. 


CEVIRATE, in the two formula concepts — is readily 


adaptable as a “family” prescription . . . for “in- 
dividualized” treatment of iron deficiency anemia in 


adults or children. 
SUGGESTED DOSAGE 
CEVIRATE: — one tablet, two to three times 
daily, as directed by physician. 
CEVIRATE PEDIATRIC: — one to three tablets 
daily, as directed by physician, 


either chewed, or dissolved in 
the mouth. 
Supplied: 
CEVIRATE — Bottles of 100, 1000, and 5000. 
CEVIRATE PEDIATRIC — Bottles of 100 and 5000. 


Samples and literature gladly sent upon request. 


2022 S. SYCAMORE, PETERSBURG, VIRGINIA 


PRODUCTS CO.,1mC. 
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Will he ever save the down payment? He'll be in his new 


home sooner than he thinks, if he saves something every payday. 
The effortless, automatic way is the Payroll Savings Plan for U.S. 


Savings Bonds, 


How to buy a down payment 


on a new home for 1.25 a day 


Saving for a new home, or anything 
else in fact, is simply a matter of 
spending less than you earn. Thou- 
sands of Americans have found an 
automatic way: the Payroll Savings 
Plan where they work. Through this 
plan your payroll clerk sets aside a 
certain amount each payday for U.S. 
Savings Bonds. As little as $1.25 a 
day buys a $50 Bond a month (cost 
$37.50). In 5 years you’ll own Bonds 
worth $2,428.00 —enough for a down 
payment and closing costs. 


@ 


Six nice things about 
U.S. Savings Bonds 


You save more than money with U.S. Savings Bonds 
This advertising is donated by The Advertising Council and this magazine. 


- You can save automaticaily on the 
Payroll Savings Plan or buy Bonds 
at any bank - You now earn 344% 
to maturity, 4% more than ever 
before + You invest without risk - 
Your Bonds are replaced free if lost 
or stolen - You can get your money 
with interest anytime you want it + 
You save more than money—you 
buy shares in a stronger America. 
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Yer the Best Wears of Dhan Lives 


NICOZOL’' COMPLEX 


ORIGINAL FORMULA 


Seal New Geviatvie Fonie Flenuland 


NICOZOL COMPLEX is a cerebral stimulant-tonic and dietary , a. 


supplement intended for geriatric use. Improves mental and Each 15 cc, (3 teaspoontls) contains 
physical well-being. Improves protein and calcium metabolism. a ~ ae 
; j j Methyl Testosteron: ‘ 
Indicated during convalescence, also as a preventive agent in Ethinyl Estradiol ~t~4 
» ridoxine rocnioride ...... még. 
GF, vit B-12 . 2mcg. 
Sf ly: Folie Acid. ‘0.33 me. 
; 1 teaspoonful (5 cc) 3 times a day, NICOZOL COMPLEX is avail- Panthenol .. . . 
ae preferably before meals. Female pa- able as a pleasant-tasting t | 15 mg. 
tients should follow each 21-day elixir. Popularly priced. 100 mg. 
course with a 7-day rest interval. Bottles of 1 pint and 1 gallon. | eae 3 mg. 
tron (as Ferric Pyrophosphate) 15 mg. 
Trace Minerals as: lodine 0.05 mg., 
Magnesium 2 mg., Manganese 1 mg., 

Cobalt 0.1 mg., Zinc 1 mg. 

Write for professional sample and literature. Contains 15% Alcohol 


DRUG 
C Speciatties » WINSTON-SALEM 1, NORTH CAROLINA nea 
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STOP BRAWNER’S 
SANITARIUM, INC. 


(Established 1910) 
2932 S. Atlanta Road, Smyrna, Georgia 


Heart Strain 


and Fatigue For the Treatment of Psychiatric Iinesses 


with a and Problems of Addiction 
Home Elevator 
Inclin-ator travels up and down Modern Facilities 


stairways—Elevette fits snugly 
into closet space. Ideal for in- 


valids and older folks, with safe Approved by Central Inspection Board of 
push-button controls. Uses or- 

dinary house current. Used in American Psychiatric Association and the 
hundreds of nearby homes. Call Joint Committee on Accreditation 


or write today for free survey. 


Jas. N. Brawner, M.D. 


ELEVATORS Medical Director 


Freight & Passenger Elevators 
Greensboro, North Carolina 
Charlotte ¢ Raleigh Phone HEmlock 5-4486 


Roanoke e Augusta Greenville 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures — insulin, electro- 
shock, psychotherapy, occupational and recreational therapy — for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 

The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


cr 


Lifts depression...as calms anxiety 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient —they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation —they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples, 


Acts swiftly- the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 


Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


WALLACE LABORATORIES / Cranbury, N. J. 
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QUILIZER 
VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn't get sleepy. 

Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist,’’ Dornwal is amphenidone, 


No absolute contraindications to the use of Dornwal are known. 
There have been no reports or evidence of habituation, addic- 
tion or drug tolerance in animal or clinical studies. Dornwal is 
relatively free from untoward effects when administered at 
recommended dosages. 


Maltbie Laboratories Division, 


Wallace & Tiernan Inc., Belleville 9, N. J. Matti 


POW-11 


Protection Against Loss of Income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 
All Your Eligible Dependents. 


PHYSICIANS 
SURGEONS 


COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent to 
you FREE upon request. 


Compliments of 


Wachtel’s, Inc. 


* 


Surgical 
Supplies 


* 


15 Victoria Road 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone AL 3-7616 
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Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: # nutritionally # metabolically # mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
-5 mg. ¢ d-Amphetamine Sulfate, 2.5 mg. 
¢ Vitamin A (Acetate), 5,000 U.S.P. Units 
¢ Vitamin D, 500 U.S.P. Units * Vitamin 
Bie with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (B:), 5 mg. * Riboflavin 


(Bo), 5 mg. * Niacinamide, 15 mg. ¢ Pyri- 
doxine HCl (Be), 0.5 mg. * Calcium Panto- 
thenate, 5 mg. * Choline Bitartrate, 25 mg. 
¢ Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. ¢ ]-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Toco- 
phery] Acid Succinate), 10 Int. Units « 
Rutin, 12.5 mg. * Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. * Iodine 
(as KI), 0.1 mg. * Calcium (as CaHPO,), 
35 mg. * Phosphorus (as CaHPO;), 27 mg. 
¢ Fluorine (as CaF 2), 0.1 mg. * Copper (as 
CuO), 1 mg. * Potassium (as KeSO;), 5 

mg. * Manganese (as MnOz), 1 mg. * Zine 
(as ZnO), 0.56 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


(A Non-Profit Organization) 


Radford, Virginia 


STAFF 
James P. King, M.D., Director 
Daniel D. Chiles, M.D. William D. Keck, M.D. 
Clinical Director Edward W. Gamble, Ill, M.D. 

James K. Morrow, M.D. J. William Giesen, M.D. 
Silas R. Beatty, M.D. Internist (Consultant) 

Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph.D. Administrator 


Artie L. Sturgeon, Ph.D. 
AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 109 E. Main Street, Beckley, W. Va. 

David M. Wayne, M.D. W. E. Wilkinson, M.D. 
Phone: DAvenport 5-9159 Phone: CLifford 3-8397 

Charleston Mental Health Center Norton Mental Health Clinic 

1119 Virginia St., E., Charleston, W. Va. Norton Community Hospital, Norton, Va. 

B. B. Young, M.D. Pierce D. Nelson, M.D. 

Phone: Dickens 6-7691 Phone: 218, Ext. 55 and 56 


¥ Is the SYMBOL of ASSURANCE OF ETHICAL 


public relations minded handling of your accounts 
receivable and collection problems. 


a 1S the EMBLEM of sound experience in SERVICE 


to the professional offices. 


= IS the MARK of @ complete PROFESSIONAL 


Doctor accounts receivable service. 
Here Are the BUREAUS in Your Area Capable and Ready to Serve You 
MEDICAL - DENTAL CREDIT BUREAU MEDICAL - DENTAL CREDIT BUREAU 
514 Nissen Building 212 West Gaston Street 
P. O. Box 3136 Greensboro, N. C. 
Winston-Salem, N. C. Phone BRoadway 3-8255 


Phone PArk 4-8373 


MEDICAL- DENTAL CREDIT BUREAU MEDICAL - DENTAL CREDIT BUREAU 


220 East 5th Street 


20412 W. Morehead, Library Building 

Phone Dickens 9-4325 

MEDICAL - DENTAL CREDIT BUREAU BUREAU, INC. 
310 N. Main Street Hawthorne Medical Center 

High Point, N. C. Charlotte, N. C. 

Phone 88 3-1955 Phone FRanklin 7-1527 

MEDICAL - DENTAL CREDIT BUREAU 

A division of Carolina Business Services THE MEDICAL - DENTAL CREDIT BUREAU 
Room 10 Masonic Temple Building Westgate Regional Shopping Center 

P. O. Box 924 Post Office Box 2868 

Wilmington, N. C. Asheville, North Carolina 


Phone ROger 3-5191 Phone Alpine 3-7378 
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ACETAZOLAMIDE LEDERLE 
In premenstrual edema 


DIAMOX gently but effectively mobilizes fluid without drastic electrolyte 
change. Gentle self-limiting action allows a full night's sleep without 
inducing nocturia, and minimizes the risk of further upset for the tense 
and irritable patient. Tablets of 250 mg. Parenteral, vials of 500 mg. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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APPALACHIAN HALL 
ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 


drug and alcohol habituation. : 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is cquipped with complete 
laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Caro.ina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Ray GriFFIN, Jr., M.D. Mark A. Grirrin, Sr., M.D. 
A. Jr., M.D. 


Rosert A. GrirFin, M.D. 
For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


For Quality without Question... Enjoy the CXC ola 


unique refreshment of spark "% CocaCola SIGN OF GOOD TASTE 
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Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
it tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 
dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release Capsules 


Meprospan 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-reiease 
capsules containing 200 mg. meprobamate). 


i WALLACE LABORATORIES / Cranbury, N. J. 
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Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the 
desired anti-infective action 
in this as in a wide variety 
of bacterial diseases. 


Supplied: Capsules, each containing 
Panmycin* Phosphate (tetracycline 
phosphate complex), equivalent to 

250 mg. tetracycline hydrochloride, and 
125 mg. Albamycin,* as novobiocin 
sodium, in bottles of 16 and 100, 


Adult dosage: 2 capsules four times a day. 


Side effects: Panmycin Phosphate has a 
very low order of toxicity comparable 

to that of the other tetracyclines and is 
well tolerated clinically. Side reactions to 
therapeutic use in patients are 
infrequent and consist principally of 
mild nausea and abdominal cramps. 
Albamycin also has a relatively low 
order of toxicity. In a certain few 
patients, a yellow pigment has been 
found in the plasma. This pigment, 
apparently a metabolic by-product of 
the drug, is not rily iated 
with abnormal liver function tests. 
Urticaria and maculopapular dermatitis, 
a few cases of leukopenia, and 
agranulocytosis have been reported in 
patients treated with Albamycin. All 
of these side effects rapidly disappeared 
upon discontinuance of the drug. 


Caution: Since the use of any antibiotic 
may result in overgrowth of 
nonsusceptible organisms, constant 
observation of the patient is essential. 
If new infections appear during therapy, 
appropriate measures should be taken. 
As with any serious infection, therapy 
of peritonitis with Panalba or other 
antibacterial agents is adjunctive 

to surgical procedures and supportive 
therapy. 


The Upjohn Company 
Kalamazoo, Michigan 


Inflammatory 
process 

of the 
peritoneum 


your broad-spectrum 
antibiotic of first resort 


in peritonitis 
| 
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‘B. W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most every topical indication 


terial action—plus the | 
soothing anti-inflam- 
matory, antipruritic ben- 


brand Ointment efits of hydrocortisone. 
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The combined spectrum 
of three overlapping é 

antibiotics will eradicate 

virtually all known top- 


ical bacteria. brand Antibiotic Ointment 


A basic antibiotic com- 
bination with proven & 
effectiveness for the | 
topical control of gram- © 


brand Antibiotic Ointment Positive and gram-nega- 
tive organisms. 


Contents per Gm. ‘Cortisporin’® 


‘Aerosporin’® brand 


Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _ 5 mg. 5 mg. 


Hydrocortisone 10 mg. 


Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 4% oz. and 
Y% oz. and % oz. wi oz. and % oz. oz. (w 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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He needs his muscles working properly— 
when they aren’t, he needs 


How to use 


Trancopale 


Brand of chlormezanone 


in 
musculoskeletal 
“splinting” 


Although “splinting” of a joint by 
skeletal muscle spasm is often pro- 
tective, it can go too far or continue 
too long. Then spasm, pain and dis- 
use may lead to wasting. 


When you prescribe Trancopal, 
you can prevent “oversplinting.” 
Trancopal will relax the spasm, ease 
the pain and get the muscle work- 
ing again. Relaxation generally be- 
gins within half an hour, and the 
effects of one tablet last from four to 
six hours. 


In addition to relaxing the muscle, 
Trancopal will mildly tranquilize 
the patient, reducing the restless- 
ness and irritability that so often 
accompany discomfort. With Tran- 
copal, the patient can soon start 
purposeful exercise and physical 
therapy. 

Trancopal has been found very 

effective in the treatment of pa- 
tients with low back pain (lum- 
bago), neck pain (torticollis ), bur- 
sitis, fibrositis, myositis, ankle sprain, 
tennis elbow, osteoarthritis, rheu- 
matoid arthritis, disc syndrome and 
postoperative muscle spasm. Tran- 
copal is available in 200 mg. Caplets® 
(green colored, scored) and in 100 
mg. Caplets (peach colored, scored), 
bottles of 100. 
Dosage: Adults, 1 Caplet (200 mg.) 
three or four times daily; children 
(5 to 12 years), from 50 to 100 mg. 
three or four times daily. 


LABORATORIES 
New York 18,N.Y. 
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limits the blood pressure swing _ 


Rautrax-N lowers high blood pressure gently, gradually ... protects 


against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


Rautrax-N 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) - 
and Bendroflumethiazide (*Naturetin) with Potassium Chloride 


with either Raudixin or Naturetin ¢ K. economy — Main. 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautraz-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4mg. Naturetin and 400 mg. potassium 
chloride. Rautrazx-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


SQuiss 
Squibb Quality @ 
— the Priceless Ingredient 


ano NATURETING® ARC SQUIBE TRAOEMARKS 
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against relapse 
against “problem” 
pathogens 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


pediatric drops 
syrup 


@ full antibiotic activity @ lower milligram intake per dose @ up to 6 days’ activity with 4 days’ dosage @ uni- 
formly high, sustained peak activity m syrup (cherry-flavored), 75 mg./5 cc. tsp.,-bottles of 2 and 16 
fl. oz. Dosage: 3 to 6 mg./lb./day—in four divided doses. pediatric drops, 60 mg./cc., 3 mg./drop, 10 cc. 


bottles with calibrated dropper. Dosage: 1 to 2 drops/Ib./day—in four divided doses. 


PRECAUTIONS: As with many other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, stomatitis, proctitis, nausea, diarrhea, vaginitis or 
dermatitis. A photodynamic reaction to sunlight has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing therapy, patients 
should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy occurs discontinue medication. Overgrowth of nonsusceptible organisms is a 
possibility with DECLOMYCIN, as with other antibiotics. The patient should be kept under observation. 


Request complete information on indications, dosage, precautions and contraindications from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York > 
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For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins in truly 


therapeutic amounts: 


Vitamin A 
Vitamin D 
Thiamine Mononitrate. . 
Riboflavin 


Niacinamide....... 


Vitamin C . 


Pyridoxine 


Calcium Pantothenate . . 


Vitamin B,. 


Sauiss 


SQUIBB VITAMINS FOR THERAPY 


25,000 U.S. P. Units 
. 1,000 U.S. P. Units 


10 
10 
100 
Squibb Quality—the Priceless Ingredient 
‘Theragran’® is a Squibb trademark 
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utrition...present as a modifying or complicat- 
ing factor in nearly every illness or disease state®® 


1, Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases ‘Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. “ 9. Kampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 
with rheumatoid arthritis simply to insure nutritional adequacy . . .’* 


3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11.12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell. W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack. H., and Halpern, S. L.: Therapeutic Nutrition 
Research Council. Nationa! Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57 


degenerative disease S “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


bd 
American adult. 6. Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition. J. B. Lippincott, Philadelphia, 1954, p. 264. 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.’ 7. Goidsmith, c a: 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “‘Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet....There is some evidence of 
interference with normal riboflavin utilization during catabolic episodes.’”® 


8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF, 
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For Prevention and Reversal of 


ARREST 


The Birtcher Mobile Cardiac Monitoring 
and Resuscitation Center* 


Cardiac Arrest is an ever present danger during anesthesia 


Cardiac arrest can occur during an anesthesia, even to 
patients with no prior record of cardiac disease. Con- 
tinuous monitoring of every patient can prevent most 
cardiac arrests by providing advance warning. For 
cases where the accident cannot be prevented, instru- 
ments to reverse the arrest and restore circulation 
should always be instantly available. 


‘ *Comprised of the Birtcher Cardioscope, EEG Pre-Amplifier, Dual 


Trace Electronic Switch, Electrocardiograph, Defibrillator and 
Heartpacer with all necessary attachments on a Mobile stand 
as shown. 


Carolina Surgical Supply Company 
“The House of Friendly and Dependable Service” 
706 TUCKER ST. TEL: TEMPLE 3-8631 


RALEIGH, NORTH CAROLINA 


TUCKER HOSPITAL, Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and 


neurological patients. 


Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. GEORGE S. FULTZ 


Dr. JAMES ASA SHIELD 
Dr. WEIR M. TUCKER 


Dr. AMELIA G. Woop 
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Vertigo is reversible 


VERTIGO 


moderate to complete relief of 
symptoms in 9 out of 10 patients' 


Prescribe one ANTiverT tablet (or 1-2 teaspoonfuls ANTIVERT Syrup) 3 times daily, 
before each meal, for prompt relief of vertigo, Meniere’s syndrome and allied dis- 


orders. Side effects are short-lived, usually only harmless flushing and tingling 
associated with vasodilation. ANTIVERT is contraindicated in severe hypotension 
and hemorrhage. 

Supplied: Small blue-and-white scored tablets (meclizine HC! 12.5 mg. and 
nicotinic acid 50 mg.) in bottles of 100. Syrup in pint bottles. Prescription only. 
Bibliography available on request. 

And for your aging patients— 

NEOBON?’ Capsules: five-factor geriatric supplement. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


now available: = 


Antivert syrup 


Sci for the World’s Well-Being® 
ne ” Each teaspoonful (5 cc.) contains 6.25 mg. 


meclizine HCi and 25 mg. nicotinic acid. 
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PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE ... 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinically proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS .. . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT .. . 


A T 0 RA -B eee 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythrito! Tetranitrate plus 50 mg. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 
fewer side effects and less “hangover” than the long- 
er acting barbiturates. As with Antora, capsules are 
administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


REFER 4 Supplied: Bottles of 60 and 250. 


Literature and clinical samples 
available. 


PHARMACEUTICALS 
1042 WESTSIDE DRIVE 
GREENSBORO, NORTH CAROLINA 
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potentiating nonsteroid antirheumatics 


“superior to aspirin”? and with a “higher ‘therapeutic index’”’ 


When conservative steroid therapy is indicated— 


PABALATE-HC 


Pabalate with Hydrocortisone 


1. Barden, F. W., et al.: J. Maine M. A. 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


In each yellow enteric-coated 
PABALATE fablet: 


Sodium salicylate (5 gr.) 
0.3 Gm. 
Sodium para-aminobenzoate 
5 gr.) 0.3 Gm. 
Ascorbic acid...... 50.0 mg. 


In each pink enteric-coated 
PABALATE-SODIUM FREE 
tablet: 


Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts. 


In each light blue enteric-coated 
PABALATE-HC fablet: 


Same formula as PABALATE- 
SODIUM FREE, on hydrocor- 
tisone (alcohol) . . . 2.5 mg. 


Making today’s medicines with 
integrity... secking tomorrow’s 
with persistence. 


® 
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SPECIAL ONE-DAY JOINT MEETING OF THE AMA SECTION ON DISEASES. 
OF THE CHEST AND THE AMERICAN COLLEGE OF CHEST PHYSICIANS 


For the first time during an AMA Annual 
Meeting, one full day— Monday, June 26—will 
be devoted to bringing you up-to-date 

on all new advances in the fast-changing 
cardiopulmonary field. On hand will be top 
researchers and practitioners to discuss 

the most recent clinical findings in 

the treatment of chest diseases, and several 
sessions will be open to questions and 

answers. Take advantage of this unprecedented 
opportunity —plan now to attend. 


Program Synopsis— Monday, June 26 only 


Presiding: Dr. Herman Moersch, Rochester, Minnesota 

Director of Medical Education and Research of 

the American College of Chest Physicians b! 
and Chairman of the AMA Section on Diseases of 
the Chest 


Symposium: NEW APPROACHES TO ACQUIRED HEART 
DISEASE — Dr. Arthur M. Master, New York, 
Moderator. Coliseum, 9:15 a.m. 

Panel: STEROID TREATMENT IN PULMONARY DISEASE 


Dr. Sol Katz, Washington, D. C., Moderator 
Coliseum, 10:45 a.m. 


SIX SEPARATE LUNCHEONS—SIX SEPARATE 
TOPICS. Park-Sheraton Hotel. Reservations necessary. 
Symposium: MODERN DIAGNOSTIC MEASURES IN CARDIAC ; \ 
DISEASE—Dr. George C. Griffith, Los Angeles, Moderator 
Coliseum, 2:15 p.m. ' 


Luncheons: 


36 tables, each headed by a prominent chest 
physician, discussing recent advances in treatment of i a 
cardiopulmonary diseases. Commodore Hotel, 8:15 p.m, 


Conferences: 


See Convention Number, J.A.M.A., April 29, for complete scientific program, 
advance reservation, hotel housing applications and luncheon reservation form. 


AMA 110th Annual Meeting + New York + June 25-30 
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DORNWAL® HAS BEEN CALLED 
“THE GENERAL TRANQUILIZER 
FOR GENERAL PRACTICE.” 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won't make 
him drowsy or give him feelings of depersonali- 
zation. And what's more, while Dornwal most 
assuredly tranquilizes, it won't interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 
to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist’’, Dornwal is amphenidone. 


No absolute contraindications to the use of Dornwal are known. 
There have been no reports or evidence of habituation, addic- 
tion or drug tolerance in animal or clinical studies. Dornwal is 
relatively free from untoward effects when administered at 


recommended dosages. 
Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9,N. J. 


POW-12 


is the symbol | 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 
unvarying activity and quality. 


When the physician writes “DR” 
(Davies; Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2.Gram (or 3 grains) 
Davies, Rose 


~ 


4 = ‘Clinical samples sent to physici on reg 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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youcan tprescribeamore 
effective antibiotic than 


ERYTHROCIN 


Erythromycin, Abbott 


How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 

Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
is a medium-spectrum antibiotic, notably effective 


303206 


against gram-positive organisms. In this it comes 
close to being a “specific” for coccal infections — 
which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs®, 100 and 250 mg. 
Usual adult dose is 250 mg. every six 
hours. Children, in proportion to age 
and weight. Won’t you try Erythrocin? 
8Filmtab—Film-sealed tablets, Abbott, 


ABBOTT 


a 
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of the mental patient. 


rehabilitation. 


peachtr 


K¥ for the mentally disturbed 


Peachtree Hospital is a modern, 60-bed psychiatric hospital, joining 
with Atlanta psychiatrists in working for better mental health. 
Great effort has been made to provide every facility for the benefit 


A Registered Occupational Therapist and Occupational Therapy 
Aides direct each patient in a well rounded Occupational Therapy 
program, including leather crafts, ceramics, needle craft, mat 
weaving, basketry, jewelry, etc., performing a vital function in 


e hospital 
Paul H. Fraser, Administrator 
41 PEACHTREE PLACE,N.E. 


MEMBER: American Hospital Association — Georgia Hospital Association — National Association 
of Private Psychiatric Hospitals 


ATLANTA 
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BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available in a variety of forms including: 
Kapseals® of 50 mg.; Capsules of 25 mg.; Emplets® (enteric-coated tablets) of 50 mg.; in aqueous solutions: 1-cc. 
Ampoules, 50 mg. per cc.; 10- and 30-cc. Steri-Vials,® 10 mg. per cc.; Elixir, 10 mg. per 4 cc.; 2% Ointment (water- 
miscible base); Kapseals of 50 mg. BENADRYL Hydrochloride with 25 mg. ephedrine sulfate. Precautions: Avoid subcu- 
taneous or perivascular injection. Single parenteral dosage greater than 100 mg. should be avoided, particularly in 
hypertension and cardiac disease. Products containing BENADRYL should be used cautiously with hypnotics or other 
sedatives; if atropine-like effects are undesirable; or if the patient engages in activities requiring alertness or rapid, 
accurate response. 


large in the life of your patient. 
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relieves the symptoms of grass-pollen allergy 


An ordinary lawn can be as menacing as a jungle when its beholder is 
sensitive to grass pollen. For such patients, BENADRYL provides a twofold 
therapeutic approach to the management of distressing symptoms. 


antihistaminic action A potent antihistaminic, senaoryt breaks 
the cycle of allergic response, thereby relieving nasal congestion, sneez- 
ing, lacrimation, and pruritus. ’ 


antispasmodic actiemsecause of its 
inherent atropinediK® properties, BENADRYL PARKE-DAVIS 
affords cénc it relief of bronchial and 
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PARKE, DAVIS & COMPANY, Detepit 32, Michigan 
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new...unique 
prolonged 
antipruritic action 
in a pleasant-tasting 
chewable tablet 


chewable tablets 


METHDILAZINE, MEAD JOHNSON 


prolonged antipruritic / antiallergic action... 


not dependent on delayed intestinal release 


Itching in children can now be controlled on b.i.d. dosage with a long-acting! 
antipruritic/antiallergic chewable tablet your pediatric patients will enjoy taking. 

They can also benefit by the effectiveness of Tacaryl Hydrochloride in controlling symptoms 
in a wide variety of allergic conditions,2* including hay fever and perennial rhinitis. 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjustment of dose or interval may be desirable for some patients. 


contraindications: There are no known contraindications. 

side effects: Drowsiness has been observed in a small percentage of patients. Dizziness, nausea, headache, and dryness of mucous 
membranes have been reported infrequently. 

cautions: If drowsiness occurs after administration of Tacaryl Chewable Tablets or Tacaryl Hydrochloride, the patient should 
not drive a motor vehicle or operate dangerous machinery. Since Tacaryl Chewable Tablets or Tacaryl Hydrochloride 

may display potentiating properties, it should be used with caution for patients receiving alcohol, analgesics or sedatives 
(particularly barbiturates). Because of reports that phenothiazine derivatives occasionally cause side reactions such as 
agranulocytosis, jaundice and orthostatic hypotension, the physician should be alert to their possible occurrence ... though no 
such reactions have been observed with Tacaryl Chewable Tablets or Tacaryl Hydrochloride. 


supplied: Pink tablets, 3.6 mg., bottles of 100. 


references: (1) Lish, P. M.; Albert, J. R.; Peters, E. L., and Allen, L. E.: Arch. internat. pharmacodyn. 129:77-107 (Dec.) 1960. 
(2)Howell, C. M., Jr.: North Carolina M. J. 21:194-195 (May) 1960. (3) Clinical Research Division, Mead Johnson & Company. 

(4) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. (5) Crepea, S. B.: J. Allergy 31:285-285 
(May-June) 1960. (6) Crawford, L. V., and Grogan, F. T.: J. Tennessee M. A. 53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and 

Sieker, H. O.: Ann. Allergy 18:761-764 (July) 1960. (8) Arbesman, C. E., and Ehrenreich, R.: New York J. Med. 61:219-229 (Jan. 15) 1961. 
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